QUARTER 4
YEAR. 1999

Certified with coments

Due to systemlimtations, note,

to identified source of funds,
identified source of funds.

THCIC ID: 000100 / Austin State Hospital

that this is just an estimate and rel ates
than actual collections fromthe

Admi ssi on Type = Because of system constraints, all adm ssions on the

encounter records are reported as urgent.

ener gency adni ssions.

The data reported al so i ncludes

Admi ssi on Source = Because of system constraints, all adm ssion sources

on the encounter recrods, are reported as court/law enforcenent. The
data reported al so includes voluntary adm ssions. The |local Mental Health
Authority refers the majority of adm ssions.

Patient Discharge Status = All

patients,
to the local Mental Health Authority.

when di scharged, are referred

Standard Source of Paynent = Because of system constraints, all paynent

sources on the encounter records are,

of paynments, by percent, are:
St andard Source of Paynent

Sel f - Pay

Wor ker' s Conp

Medi car e

O her Federal Program
Conmer ci al

Bl ue Cross

Chanpus

O her

M ssing/ I nvalid

Non- St andard Sour ce of Paynent

St at e/ Local Gover nnment
Conmrer ci al

Medi care Managed Care
Medi cai d Managed Care
Conmer ci al HMD
Charity

M ssing/ I nvalid

reported as charity. The sources

Total Percentage (%

2.52%
n/ a

10. 48%
8. 06%
3.71%
n/ a

0. 18%
n/ a

n/ a

Total Percentage (%

n/ a
n/ a
n/ a
0. 02%
n/ a
75%
n/ a

Severity Index = All patients admtted have been deternm ned to be danger

to self or others and the severity of
assessnment perforned by the hospital.

illness is determ ned by an acuity
The Severity Index on the encounter

record for each patient is assigned based on the patient's APR-DRG (Al

Pati ent Refi ned-Di agnosis Rel ated G oups,

Whi ch does not refl ect the

severity of mental illness due to reporting methodol ogy.

THCIC ID: 000101 / Big Spring State Hospital



QUARTER 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of systemconstraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so inlcudes
ener gency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion sources
on the encounter records are reported as court/law enforcenment. The data
reported al so includes voluntary adm ssions. The | ocal Mental Health
Authority refers the majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

Standard Source of Paynent = Because of system constraints, all paynent
sources on the encounter records are reported as charity. The sources
of paynments, by percent are:

St andard Source of Paynent Total Percetange (%
Sel f - Pay 2%

Wor ker' s Conp n/ a

Medi car e 4.91%

Medi cai d 9.49%

O her Federal Program n/ a

Conmer ci al 1.49%

Bl ue Cross n/ a

Chanpus 1. 06%

O her n/ a

M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
State Local Governnent n/ a

Commer ci al PPO n/ a

Medi care Managed Care n/ a

Medi cai d Managed Care 0. 0%

Commer ci al HMO n/ a

Charity 81%

M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR-DRG (Al l
Pati ent Refined-Di agnosis Rel ated G oups, which does not reflect the
severity of mental illness due to reporting methodol ogy.

Del eted Di scharge Data = There was a system nappi ng probl em due to
interimclains file which cause sone of the discharge data to be



del eted. The true discharge count for the 4th quarter 1999 is 397.

THCIC ID: 000102 / University of Texas Medical Branch Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

There are some di screpancies in the Certification Summary Reports related to

our reporting of Adm ssion Source, Patient Age Breakdown, and Standard Source
of Payment. W are not prepared to correct these errors imediately, but wll
be working internally and with THCIC to correct during this next quarter.

THCIC ID: 000104 / R o Gande State Center
QUARTER: 4
YEAR: 1999

Certified with comments

Due to systemlimtations, note, that is just an estimate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion source

on the encounter records are reported as court/law enforcenment. The data
reported al so inludes voluntary admi ssions. The |local Mental Health Authority
refers the majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

Standard Source of Paynent = Because of system constraints, all paynent
sources on the encounter records are, reported as charity. The sources
of paynments, by percent, are:

St andard Source of Paynent: Total Percentage (%
Sel f - Pay 0. 55%

Wor ker' s Conp n/ a

Medi car e 5.92%

Medi cai d 7.32%

O her Federal Program n/ a

Conmer ci al 0.87%

Bl ue Cross n/ a

Chanpus 0.32%

O her n/ a

M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a

Commer ci al PPO n/ a

Medi care Managed Care n/ a



Medi cai d Managed Care 0. 0%

Conmer ci al HMD n/ a
Charity 85%
M ssing/Invalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR DRG (Al

Pati ent Refined-Di agnosis Rel ated G oups), which does not reflect the
severity of mental illness due to reporting met hodol ogy

THCIC ID: 000105 / University of Texas M D. Anderson Cancer Center
QUARTER: 4
YEAR: 1999

Certified with coments
THCIC Intro

The University of Texas M D. Anderson Cancer Center is one of the nation's
first three conprehensive Cancer Centers designated by the National Cancer
Act and remains one of only 36 such centers today that neet the rigorous
criteria for NCI designation. Dedicated solely cancer patient care, research
education and prevention, M DAnderson al so was nanmed the best cancer center
inthe United States by the U S. News & Wrld Report's "Anerica's Best
Hospital s" survey in July 2000. As such, it was the only hospital in

Texas to be ranked nunber one in any of the 17 nedical specialties surveyed.

Because M D. Anderson consults wi th, diagnoses and treats only patients
with cancer, it is inportant in the review of these data that key concepts
about cancer and patient popul ation are understood. Such information

is vital to the accurate interpretation and conpari son of data.

Cancer is not just one disease. Rather, it is a collection of 100 or

nore di seases that share a simlar process. Sone fornms of the disease

are serious and life threatening. A few pose little threat to the patient,
whi | e the consequences of npbst cancers is in between.

No two cancers respond to therapy in exactly the same way. For exanple,

in order to effectively treat a breast cancer, it nmust be staged according

to the size and spread of the tunor. Patients diagnosed with Stage

and Stage |V breast cancer may both receive radiation therapy as treatnent,
but two distinctive courses of treatnent and doses are adnmi ni stered, dependent
on the stage of the disease. Even two Stage | breast cancers can respond
differently to the treatnent.

M D. Anderson treats only patients with cancer and their rel ated di seases.
As such, the population is conparable to a total patient popul ation of
a conmunity hospital, which may deliver babies, perform general surgery,
operate a trauma center and treat only a small nunber of cancer patients.

Congress has recognized MD. Anderson's unique role in providing state

of the art cancer care by exenpting it fromthe DRG based inpatient prospective
paynment system Nine other freestanding NClI designated cancer centers

are al so exenpt.



Because M D. Anderson is a |leading center for cancer research, several
hundred patients may be placed on clinical trials every year, rather than
-- or in addition to -- standard therapies. Highly regulated and nonitored,
clinical trials serve to inprove conventional therapies and provide new
options for patients.

Patients often cone to MD. Anderson for consultation only. Wth MD.
Ander son physicians consulting with their honmetown oncol ogists, patients
often choose to get treatnent at hone rather than in Houston.

More than half of M D. Anderson's patients has received some form of cancer
treatnment before comng to the institution for subsequent advice and treatnent.
This proportion is far higher than in general hospitals, making it difficult

to conpare M D. Anderson to community facilities.

As a public institution, MD. Anderson wel comes inquiries fromthe general
public, advocacy organizations, the news nedia and others regarding this

data. Inquiries may be directed to Julie Penne in the Ofice of Conmunications
at 713/ 792- 0655.

THCIC ID: 000106 / Kerrville State Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion sources
on the encounter records are reported as court/law enforcenment. The data
reported al so includes voluntary adm ssions. The |ocal Mental Health
Authority refers the majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

St andard Source of Paynent = Because of system constraints, all paynent
sources on the encounter records are, reported as charity. The sources
of paynment, by percent, are:

St andard Source of Paynent: Total Percentage (%
Sel f - Pay 4.90%

Wor ker' s Conp n/ a

Medi car e 2.92%

Medi cai d 12. 21%

O her Federal Program n/ a

Conmer ci al 2.95%

Bl ue Cross n/ a

Chanpus 0. 00%

O her n/ a



M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a

Commer ci al PPO n/ a

Medi cai d Managed Care n/ a

Medi care Managed Care 0. 00%

Commer ci al HMO n/ a

Charity 7%

M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hosptial. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR-DRG (Al
Pati ent Refined-Di agnosis Rel ated G oups), which does not reflect the
severity of mental illness due to reporting methodol ogy.

THCIC ID: 000107 / Rusk State Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Admi ssi on Source = Because of systemconstraints, all adm ssion source

on the encounter records are reported as court/law enforcenent. The
data reported al so includes voluntary adm ssions. The |local Mental Health
Authority refers the majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

St andard Source of Paynent = Because of systemconstraints, all paynents
sources on the encounter records are, reported as charity. The sources
of paynments, by percent, are:

St andard Source of Paynent Total Percentage (%
Sel f - Pay 1. 65%

Wor ker' s Conp n/ a

Medi car e 9. 15%

Medi cai d 5.18%

O her Federal Governnent n/ a

Commrer ci al 1.99%

Bl ue Cross n/ a

Chanpus 0. 0%

O her n/ a

M ssing/ I nvalid n/ a



Non- St andard Sour ce of Paynent Total Percentage (%

St at e/ Local Gover nnment n/ a
Conmrer ci al PPO n/ a
Medi care Managed Care n/ a
Medi cai d Managed Care 0. 0%
Conmer ci al HMOD n/ a
Charity 82%
M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR-DRG (Al l
Pati ent Refined-Di agnosis Rel ated G oup), which does not reflect the
severity of mental illness due to reporting methodol ogy.

THCIC ID: 000108 / Texas Center for Infectious D sease
QUARTER: 4
YEAR: 1999

Certified with coments

THCIC ID: 000110 / San Antonio State Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and relates to
identifed source of funds, rather than actual collections fromthe identified
source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion sources

on the encounter records are reported as court/law enforcenment. The data
reported

al so includes voluntary adm ssions. The local Mental Health Authority refers
t he

majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

St andard Source of Paynent = Because of system constraints, all paynent
sources on the encounter records are, reported as charity. The sources
of paynment, by percent, are:

St andard Source of Paynent Total Percentage (%
Sel f - Pay 0.87%
Wor ker' s Conp n/ a

Medi car e 8. 65%



Medi cai d 15. 43%

O her Federal Program n/ a

Conmer ci al 1. 46%

Bl ue Cross n/ a

Chanpus 0.44%

O her n/ a

M ssing/ I nvalid n/ a
Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a
Commer ci al PPO n/ a
Medi care Managed Care n/ a
Medi cai d Managed Care 0.12%
Commer ci al HMO n/ a
Charity 73%
M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR-DRG (Al l
Pati ent Refined-Di agnosis Rel ated G oup), which does not reflect the
severity of mental illness due to reporting methodol ogy.

THCIC ID: 000111 / Terrell State Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and rel ates
to identified source of funds, rather than actual collections
fromthe identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so
i ncl udes energency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion sources
on the encounter records are reported as court/l aw enforcenent. The
data reported al so includes voluntary adm ssions. The |ocal Mental
Health Authority refers the majority of admi ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

St andard Source of Paynent = Because of system constraints, all paynent
sources on the encounter records are, reported as charity. The sources
of paynment, by percent, are:

St andard Source of Paynent Total Percentage (%
Sel f - Pay 1.29%

Wor ker' s Conp n/ a

Medi car e 11. 18%

Medi cai d 3.10%



O her Federal Program n/ a

Conmer ci al 0. 36%

Bl ue Cross n/ a

Chanpus 0. 0%

O her n/ a

M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a
Commer ci al PPO n/ a
Medi care Managed Care n/ a
Medi cai d Managed Care 0. 0%
Commer ci al HMO n/ a
Charity 84%
M ssing/ I nvalid n/ a

Severity Index = Al patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the
encounter record for each patient is assigned based on the patient's
APR-DRG (Al Patient Refined-Di agnosis Related G oups), which does not
reflect the severity of nmental illness due to reporting methodol ogy.

THCIC ID: 000113 / N TX State Hospital Vernon
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note that this is just an estinmate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Patient D scharge Status = Al patients, when discharged, are either sent

to a civil state hospital (as not manifestly dangerous but still inconpente)
or to jail (as conpetent to stand trial or for a revision of their comntnent
as inconpetent to stand trial.

St andard Source of Paynent = Becauser of systemconstraints, all paynent
sources on the encounter records are, reported as charity. The sources
of paynments, by percent, are:

St andard Source of Paynent: Total Percentage (%
Sel f - Pay 1.11%

Wor kers's Conp n/ a

Medi car e 0. 30%

Medi cai d 15. 23%

O her Federal Program n/ a

Conmer ci al 2.16%

Bl ue Cross n/ a

Chanpus 0.13%



O her n/ a

M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a

Commer ci al PPO n/ a

Medi care Managed Care n/ a

Medi cai d Managed Care 0. 05%

Commer ci al HMO n/ a

Charity 81%

M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or other and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
record for each patient is assigned based on the patient's APR-DRG (Al l
Pati end Refi ned-Di agnosis Rel ated G oups), which does not reflect the
severity of mental illness due to reporting methodol ogy.

THCIC ID: 000114 / N TX State Hospital Wchita Falls
QUARTER: 4
YEAR: 1999

Certified with coments

Due to systemlimtations, note, that this is just an estimate and rel ates
to identified source of funds, rather than actual collections fromthe
identified source of funds.

Admi ssi on Type = Because of system constraints, all adm ssions on the
encounter records are reported as urgent. The data reported al so incl udes
ener gency adni ssions.

Admi ssi on Source = Because of system constraints, all adm ssion sources
on the encounter records are reported as court/law enforcenment. The data
reported al so includes voluntary adm ssions. The |ocal Mental Health
Authority refers the majority of adm ssions.

Patient Discharge Status = Al patients, when discharged, are referred
to the local Mental Health Authority.

St andard Source of Paynent = Because of system constraints, all paynent
sources of the encounter records are, reported as charity. The sources
of paynments, by percent, are:

St andard Source of Paynent: Total Percentage (%
Sel f - Pay 1.85%

Wor ker' s Conp n/ a

Medi car e 5. 68%

Medi cai d 8.22%

O her Federal Program n/ a

Conmer ci al 2.73%

Bl ue Cross n/ a

Chanpus 0.47%

O her n/ a



M ssing/ I nvalid n/ a

Non- St andard Sour ce of Paynent Total Percentage (%
St at e/ Local Gover nnent n/ a

Commer ci al PPO n/ a

Medi care Managed Care n/ a

Medi cai d Managed Care 0.02%

Commer ci al HMO n/ a

Charity 81%

M ssing/ I nvalid n/ a

Severity Index = All patients admtted have been determi ned to be a danger
to self or others and the severity of illness is determ ned by an acuity
assessnment perforned by the hospital. The Severity Index on the encounter
records for each patient is assigned based on the patient's APR-DRG (All
Pati ent Refined-Di agnosis Rel ated G oups), which does not reflect the
severity of mental illness due to reporting methodol ogy.

THCIC ID: 000115 / Harris County Psychiatric
QUARTER: 4
YEAR: 1999

Certified with coments
Fourth Quarter Certification Attachment

1. Patient Discharge Status - Due to a conputer field default value of

"di scharge to honme or self care,” the majority of discharges for the period
were automatically coded to this value. Beginning in August 2000, the
conputer default was elimnated and data fromthat time forward will reflect
a correct val ue.

2. Admission Source - The code for Correctional Agency (11) was inadvertently
added to the code for physician's (1) for the adm ssion source field.

This caused 11 patients to be recorded with the wong adni ssion source.

We have corrected this problemfor future data.

3. Patient Age - Two patients records were changed from 1-17 age group
to the 18-44 age group as a result of patient record corrections being
performed after the original file was submtted.

4. Patient Race - One patient record was changed from a designation of
American Indian/Eskino to Gther as a result of patient record corrections
being perforned after the original file was submtted.

5. Patient Ethnicity - One patient record was changed from Non-Hi spanic
originto Hispanic origin as a result of patient record corrections being
performed after the original file was submtted.

THCIC ID: 002001 / St Joseph Regional Health Center
QUARTER: 4
YEAR: 1999
Certified with coments

Data Source - The data included in this file is adm nistrative, not clinical



research data. Adnministrative data may not accurately represent the clinica
details of a patient visit. This data should be cautiously used to eval uate
health care quality and conpare outcomnes.

Charity Care - Data does not accurately reflect the nunber of charity
cases for the tinme period. Charity and self-pay patients are difficult

to assign in the data submtted to the state. W are not able to classify
a patient account as "charity" until after discharge when other potenti al
paynment sources have been exhausted. Because of this, charity care is
conbined with the Self Pay category. The anobunt of charges forgone for

St. Joseph Regional Health Center charity care, based on established rates
during the cal endar year of 1999 was $9, 086, 476.

Patient Mx - Al statistics for St. Joseph Regional Health Center include
patients fromour Skilled Nursing, Rehabilitation, and Acute Care popul ati ons.
Qur Skilled Nursing and Rehabilitation units are long-termcare units.
Because of this Mrtality and Length of Stay may be skewed. This wll

prohi bit any neani ngful conpari sons between St. Joseph Regi onal Health

Center and any "acute care only" facilities.

Physicians - Mortality's reported may be related to physicians other than

t he attendi ng

Physician. The attendi ng physician is charged with the procedures requested
or perforned by the consulting or specialist physicians.

Di agnosi s and Procedures - Data submitted to the state may be inconplete
for sone patients due to the limtation on the nunber of diagnosis and
procedures codes allowed. The data is Iimted to nine di agnoses codes
and six procedure codes per patient visit.

Cost and Charges - The state requires that we subnmit revenue information

i ncluding charges. It is inportant to note that charges do not reflect
actual reinbursenent received, nor do they reflect the actual cost of
providing the services. Typically actual paynents received are much | ess
than the charges due to nanaged care-negoti ated di scounts, denial of paynent
by i nsurance conpani es, contractual allowances, as well as charity and
un-col | ectabl e accounts. The rel ati onship between cost of care, charges,

and the revenue a facility receives is extrenmely conplex. Conparing costs
of care fromone hospital to the next may result in unreliable results.

Severity Adjustnment - THCIC is using the 3M APR-DRG grouper to assign

the APR-DRG (Al -Patient Refined D agnoses Rel ated G ouping) severity

and risk of nortality scores. The assignnent is nmade by eval uati on of

the patient's age, sex, diagnosis codes, procedure codes, and discharge
status. This grouper can only use the limted nunber of procedure and

di agnosi s codes available in the data file (nine diagnosis and six procedure
codes). |If all the patient's diagnosis codes were avail able the APR-DRG
assignment may possibly differ fromthe APR- DRG assigned by THC C. The
severity grouping assignnent perforned by the state using the APR-DRG
grouper cannot be replicated by facilities unless they purchase this grouper
Additionally, the lack of education regarding how this grouper calcul ates
the severity adjustnents or how it functions can greatly inpact the
interpretation

of the data.

THCIC ID: 006000 / Matagorda General Hospital
QUARTER: 4



YEAR: 1999
Certified with coments

Mat agorda General Hospital had 112 newborn discharges for 4th Qr 1999.

THCI C only processed 99 due to 13 newborn discharges that were coded incorrectly
by M3H  These 13 di scharges were coded as urgent or elective adm ssions

i nstead of newborn under admt type.

THO C ID: 015000 / CHRISTUS St Joseph Hospital
QUARTER 4
YEAR. 1999

Certified with coments

St. Joseph certified the data but could not account for 28 patients
due to processing the patients after the data was subm tted.

During this time period St. Joseph Hospital provided charity care

for 392 patients with the total charges over 2 mllion dollars. The
systemdidn't identify these patients.

St. Joseph data didn't correspond to the newborn adm ssion, according
to our data we had 63 premature infants and 262 sick infants.

THCIC ID: 019000 / Valley Regi onal Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

THCIC ID: 027000 / Bayl or Medical Center at Garland
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or estimates that our data volunmes for the cal endar year tine period
submtted may include 96%to 100% of all cases for that tine period.

The state requires us to submt a snapshot of billed clainms, extracted



from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters long. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant woul d

be to check the infant's diagnosis at discharge, not the admitting source
code. Baylor's normal hospital registration process defaults "normal delivery”
as the adm ssion source. Oher options are premature delivery, sick baby,
extramural birth, or information not available. The actual experience

of a newborn is captured el sewhere in the file, nanely, in the | CD 9-CM

di agnosi s. Adm ssion source does not give an accurate picture.

Race/ Ethnicity
During the hospital's registration process, the registration clerk does



not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid

set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently nmap their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
must be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record may change over time. Wth this in

m nd, approximately 73.21% of encounters originally categorized across

all values have a different value as of today. Upon review an additiona
data i ssue was uncovered. All managed care encounters were categorized

as "Comercial PPO' instead of separating the encounters into "HMJ' versus
"PPO'.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpani es.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nmechani sm

to edit and correct the data. In addition, due to the volune at Bayl or

it is not feasible to performencounter |level audits.

THCIC ID: 028000 / Vencor Hospital - Dallas
QUARTER: 4
YEAR: 1999

Certified with coments

We are a Long Term Acute Care Hospital so we have a nuch greater average
length of stay. In addition, our hospital averages a higher CM (acuity

i ndex) which does result in a higher nortality rate than short term acute
care hospitals.

THCIC ID: 028001 / Vencor Hospital - Dallas East



QUARTER 4
YEAR: 1999

Certified with coments

We are a Long Term Acute Care Hospital so we have a nuch greater average
length of stay. In addition, our hospital averages a higher CM (acuity

i ndex) which does result in a higher nortality rate than short term acute
care hospitals.

THCIC ID: 029000 / Good Shepherd Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with conmrents* corrections requested

One physician has stated "The amount of effort that will be required to
organi ze this data on thousands of doctors in Texas woul d exceed what
anyone woul d benefit from™

One claimwas not included in our 4th Quarter Certification which was
UBF00751 008 submitted on 10/11/2000 for Dec 1999 for a total of 1
claimfor a total of $21,604.65 which understated the total charges
for the C02 report.

We have identified sone potential problenms in the foll owi ng areas: newborn
adm ssions, ethnicity, discharge disposition, and race. W wll have a
batch of corrections to foll ow soon

THOIC ID: 035000 / St Davids Hospital
QUARTER 4
YEAR. 1999

Certified with coments

1.) The data is admnistrative/clains data, not clinical research data
There may be inherent l[imtations to using it to conpare outcomnes.

2.) The public data will only contain a subset of the diagnoses and procedure
codes, thus limting the ability to access all of the diagnoses and procedures
relative to each patient.

3.) The relationship between cost of care, charges and the revenue that
a facility receives is extenely conplex. Inferences to conparing costs
of care fromone hospital to the next may result in unreliable results.

THCIC ID: 040000 / Providence Health Center
QUARTER: 4
YEAR: 1999

Certified with comments

A. Due to a data mapping error, 9 records fromthe DePaul Center (THC C
#763000) were inadvertently submtted under Providence Health Center's

THCI C Nunber (THCI C #040000). The accounts had the foll owi ng HCFA DRGs:

HCFA DRG NO - Quantity



HCFA DRG 426 -
HCFA DRG 427 -
HCFA DRG 430 -
HCFA DRG 431 -

N Ol

B. O total deaths, 11 (14% were hospice patients.

THCIC ID: 041000 / Madi son St Joseph Health Center
QUARTER: 4
YEAR: 1999

Certified with coments

Data Source - The data included in this file is admnistrative, not clinica
research data. Adnministrative data may not accurately represent the clinica
details of a patient visit. This data should be cautiously used to eval uate
health care quality and conpare outcones.

Charity Care - Data does not accurately reflect the nunber of charity
cases for the tinme period. Charity and self-pay patients are difficult

to assign in the data submtted to the state. W are not able to classify
a patient account as "charity" until after discharge when ot her potenti al
paynment sources have been exhausted. Because of this, charity care is
conbined with the Self Pay category. The anobunt of charges forgone for
Madi son St. Joseph Health Center charity care, based on established rates
during the cal endar year of 1999 was $174, 713.

Patient Mx - Al statistics for Madison St. Joseph Health Center include
patients fromour Skilled Nursing, and Acute Care popul ations. Qur Skilled
Nursing unit is a long-termcare unit. Because of this Mrtality and

Length of Stay nmay be skewed. This will prohibit any neani ngful conparisons
bet ween Madi son St. Joseph Health Center and any "acute care only" facilities.

Physicians - Mortality's reported may be related to physicians other than

t he attendi ng

Physician. The attendi ng physician is charged with the procedures requested
or perforned by the consulting or specialist physicians.

Di agnosi s and Procedures - Data submitted to the state may be inconplete
for sone patients due to the limtation on the nunber of diagnosis and
procedures codes allowed. The data is Iimted to nine di agnoses codes
and si x procedure codes per patient visit.

Cost and Charges - The state requires that we subnit revenue information

i ncluding charges. It is inportant to note that charges do not reflect
actual reinbursenent received, nor do they reflect the actual cost of
providing the services. Typically actual paynents received are much | ess
than the charges due to nanaged care-negoti ated di scounts, denial of payment
by i nsurance conpani es, contractual allowances, as well as charity and
un-col |l ectabl e accounts. The rel ati onship between cost of care, charges,

and the revenue a facility receives is extrenmely conplex. Conparing costs
of care fromone hospital to the next may result in unreliable results.

Severity Adjustnment - THCIC is using the 3M APR-DRG grouper to assign
the APR-DRG (Al -Patient Refined D agnoses Rel ated G ouping) severity
and risk of nortality scores. The assignnent is nmade by eval uati on of
the patient's age, sex, diagnosis codes, procedure codes, and discharge



status. This grouper can only use the limted nunber of procedure and

di agnosi s codes available in the data file (nine diagnosis and six procedure
codes). If all the patient's diagnosis codes were avail able the APR-DRG
assignment may possibly differ fromthe APR- DRG assigned by THCO C. The
severity grouping assignnent perforned by the state using the APR-DRG
grouper cannot be replicated by facilities unless they purchase this grouper
Additionally, the lack of education regarding how this grouper calcul ates
the severity adjustnents or how it functions can greatly inpact the
interpretation

of the data.

THCIC ID: 042000 / Trinity Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

DATA Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled a UB92, in a standard government format called HCFA

1450 EDI el ectronic claimformat. Then the state specifications require
additional data elenents to be included over and above that. Addi ng

t hose additi onal data places progranm ng burdens on the hospital since

it is "over and above" the actual hospital billing process. Errors can
occur due to this additional progranm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

The hospital estimates that our data volunmes for the cal endar year tine

period submtted may include 96%to 100% of all cases for that tine period.
The state requires us to submt a snapshot of billed clainms, extracted

from our database approxi mately 20 days followi ng the close of the cal endar

year quarter. Any discharged patient encounters not billed by this cut-off

date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of the patient's hospitalization, sonetimes significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Di sease, or |1CD 9-CM This is mandated by the federal government

and all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and
are used by hospitals for billing purposes. The hospital can code as
many as 25 di agnoses and 25 procedures for each patient record. One



l[imtation of using the 1CD-9-CM systemis that there does not exist a
code for every possible diagnosis and procedure due to the continued evol ution
of medi ci ne; new codes are added yearly as codi ng manual s are updated.

The state is requiring us to submt |1CD 9-CM data on each patient but
has limted the nunber of diagnoses and procedures to the first nine diagnoses

codes and the first six procedures codes. As a result, the data sent
by us do neet state requirenments but cannot reflect all the codes in an
i ndi vidual patient's record may have been assi gned. Thi s nmeans al so

that true total volumes may not be represented by the state's data file,
whi ch therefore nake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given diagnosis or procedure, percentage of patients

in each severity of illness category). It would be obvious, therefore,
t hose sicker patients (nore di agnoses and procedures) are | ess accurately
reflected by the 1450 format. It then stands to reason that hospitals,

which treat sicker patients, are likewi se | ess accurately refl ected.

Specialty Services

The data submtted does not have any specific data field to capture unit
of service or expand in the specialty service (such as rehab) provided

to a patient. Services used by patients in rehab may be very different
fromthose used in other specialties. The data is limted in its ability
to categorize patient type.

Length of Stay
The I ength of stay data el enent contained in the state's certification

file is only three characters |ong. Thus any patients discharged with

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay as |long as

or longer than 999 days, therefore, it is not anticipated that this limtation
will affect this data. The hospital does have an inpatient rehabilitation
unit whose patients stay an average of 12 days. This may skew t he data

when conbi ned with other acute care patient stays.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant woul d

be to check the infant's diagnosis at discharge, not the admitting source
code. The hospital's normal hospital registration process defaults "nornal
delivery" as the adm ssion source. O her options are premature delivery,
sick baby, extranural birth, or information not avail able. The actua

experi ence of a newborn is captured el sewhere in the file, nanely, in

t he 1 CD- 9- CM di agnosi s. Admi ssi on source does not give an accurate picture.

Race/ Ethnicity
During the hospital's registration process, the registration clerk does

routinely conplete patient's race and/or ethnicity field. The race data
el ement is sonmetines subjectively captured and the ethnicity data el enent
is derived fromthe race designation. There are no national standards

regardi ng patient race categorization, and thus each hospital nay designate

a patient's race differently. The state has recently attenpted to standardize
a valid set of race codes for this project but these are not universally

used by all hospitals. Each hospital must independently map their specific
codes to the state's race code categories. Thi s mappi ng may not be consi stent
across hospitals. Thus epi dem ol ogy anal ysis of these two data fields

does not accurately describe the true popul ation served by the hospital



Cost / Revenue

The state requires that hospitals submt revenue information including
char ges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
servi ce. Typi cal ly actual payments are much | ess than charges due to
negoti ated di scounts with 3rd party payors. Charges al so do not reflect
the actual costs to deliver the care that each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. Duri ng

the current certification phase, the hospital did not have an efficient
nmechanismto edit and correct the data. |In addition, it is not feasible

to performencounter level audits at this tinme.

THCIC ID: 047000 / Hugul ey Health Systens
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

The following coments reflect concerns, errors, or limtations of discharge
data for THCI C mandatory reporting requirenents as of January 31, 2001

Under the requirenments we are unable to alter our conments after today.

If any errors are discovered in our data after this point we will be

unabl e to conmuni cate these due to THCIC. This data is adm nistrative

data, which hospitals collect for billing purposes, and not clinical data,
fromwhi ch you can nake judgenents about patient care

Submi ssi on Ti m ng

The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the state's
data file may not fully represent all diagnoses treated by the hospita

or all procedures performed, which can alter the true picture of a patient's
hospitalization, sometines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is nandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and
are used by hospitals for billing purposes. The hospital can code as many
as 25 diagnoses and 25 procedures for each patient record. One limtation

of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.



The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ati ons inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious, therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |ikew se |less accurately reflected. Also, the state's reporting system
does not allow for severity adjustment at this tine.

There is no nmechani smprovided in the reporting process to factor in DNR
(Do Not Resuscitate) patients. Any nortalities occurring to a DNR patient
are not recogni zed separately; therefore nortality ratios may be accurate
for reporting standards but overstat ed.

Physicians C arification

VWhen patients are admitted through the emergency departnent and the ER

doctor receives an order froma physician on call to adnmt a patient,

t he physician issuing the order on occasion has renai ned the attending

physician. This occurred when there was no order transferring the care

of the patient fromthe on call physician to the actual attendi ng physician
This policy is being reviewed.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters I ong. Thus any patients discharged with

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

The state's guidelines do not allow for differentiation for acute and
long-termcare patients in statistics. Skilled nursing patients routinely
have | onger length of stay than acute care patients and therefore should
not be included together in statistics. The healthcare industry generally
differentiates these two classifications.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid

set of race codes for this project but these are not universally used

by all hospitals. Each hospital mnust independently map their specific

codes to the state's race code categories. This mappi ng may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation serviced by the hospital

Certification Process
Due to the infancy of the state reporting process and the state's computer



system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, we did not have an efficient mechanismto

edit and correct the data. In addition, due to patient volune and tine
constraints, it is not feasible to performencounter |evel audits.

THCIC ID: 071000 / College Station Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

1. The data is adm nistrative/clains data, not clinical research data.
There may be inherent l[imtations to using it to conpare outcomes.

2. The public data will only contain a subset of the diagnoses and procedure
codes, thus limting the ability to access all of the diagnoses and procedures
relative to each patient.

3. The rel ationship between cost of care, charges and the revenue that
a facility receives is extrenely conplex. |Inferences to conparing costs
of care fromone hospital to the next may result in unreliable results.

4. The severity groupi ng assignment perforned by the state using the APR-DRG
grouper cannot be replicated by facilities unless they purchase this grouper
Additionally, the lack of education regarding how this grouper calcul ates
the severity adjustnents or howit functions can greatly inpact the

interpretation
of the data.

5. There is trenmendous uncertainty about how robust physician |inkages
wi || be done across hospitals.

6. Race/Ethnicity classification is not done systematically within or
between facilities. Caution should be used when analyzing this data within
one facility and between facilities.

7. Mortality's reported may be related to physicians other than the attendi ng
physi ci an.

8. Mortality and |l ength of stay may be skewed because of the Skilled Nursing
Facility.

THCIC ID: 072000 / Menorial Medical Center San Augustine
QUARTER:  4th
YEAR: 1999

Certified with coments

17% of the physicians responded to THCIC data. They felt, to the best

of their know edge, the information was accurate.

W understand their may be di screpencies due to software conflicts. This
will be elimnated in the future due to changes in software vendor and
system

THCIC ID: 076000 / Tonball Regional Hospita
QUARTER: 4



YEAR: 1999
El ect not to certify
| elect not to certify the information because:
The information reported in the report is msleading to the genreal public.

The attendi ng physician is charged with the procedures requested or perforned
by the consulting or specialist physicians due to the acuity and needs
of the patient:

Physi ci an has extrenely high nortality rate because he only treats end
stage cancer patients in Hospice care

No al | owance is made for procedures by specialists, nortality, etc.

THCIC ID: 081000 / Southeast Baptist Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Comment s:

This is admnistrative data that has been collected on a national standard form
called a UB-92, for the purpose of billing third party organi zati ons for

r ei mbur senment

This billing data was not collected for clinical purposes fromwhich one could
easily

make judgenents about patient care. Acknow edging the constraints and
[imtations of

the THCI C process, to the best of our know edge the THCI C data are reasonabl e
representations of the adm nistrative data except for two itens that nerit
specific

comrent .

St andar d/ Non- St andard Sour ces of Paynent

This data is not contained within the national standard UB-92 record used for
billing.

Therefore, additional programm ng was required to capture and provide the

speci fied

categories of paynent. The effectiveness of this programmng will be nonitored
and

refined on a go-forward basis to achieve an appropriate degree of accuracy in

t he dat a.

Age Ol assification of Patients

The data reflect several occurrences of highly unusual reported ages of
patients in

the Normal Newborn, Vaginal Delivery and Neonate categories and we cannot attest
to

t he accuracy of this suspect data. W are researching these variances in an
effort

to determ ne the cause for the aberrations in reported ages.

THCIC ID: 095000 / CHRISTUS St Josephs Health System
QUARTER: 4



YEAR: 1999
Certified with coments

One encounter was taken by THCIC s version 15 grouper and placed in NMDC
14 and reported on the certification sunmary report as Newborn and OB.
This encounter was not a birth but was an adult patient with an obstetrica
rel ated case. W felt this coment was necessary, as our facility does
not have an OB departnent per se

THCIC ID: 106000 / Northeast Medical Center
QUARTER: 4
YEAR: 1999

Certified with comments
The nunber of encounters in the race category are in error. Corrections

are as foll ow
Aneri can | ndi an/ Eski no/ Al eut : 5

Asian or Pacific |Islander: 0
Bl ack: 15
Wi t e: 331
O her: 2
THCIC ID: 108000 / O evel and Regi onal Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with coments

Qur Novenber 1999 encounter data does not appear on this subm ssion
We are aware of this and are taking nmeasures to ensure that this error
is prevented on future subni ssions.

THCIC ID: 109000 / Covenant Medical Center Lakeside
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a does not accurately reflect the hospital's newborn popul ation
Total Births = 194

Live = 169

Premature = 25

Dat a does not accurately reflect the nunber of charity cases for the tinme
peri od.

This is due to internal processing for determnation of the source of
paynent .

4% of total discharges were charity for 4 Quarter 1999.

THCIC ID: 114000 / Baptist Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments



Comment s:
This is adm nistrati ve data that has been coll ected on a national standard form

called a UB-92, for the purpose of billing third party organi zati ons for

rei mbur sement

This billing data was not collected for clinical purposes fromwhich one could
easily

make judgenents about patient care. Acknow edging the constraints and
[imtations of

the THCI C process, to the best of our know edge the THCI C data are reasonabl e
representations of the adm nistrative data except for two itens that nerit
specific

comrent .

St andar d/ Non- St andard Sources of Paynent

This data is not contained within the national standard UB-92 record used for
billing.

Therefore, additional programm ng was required to capture and provide the
specified

categories of paynent. The effectiveness of this programmng will be nonitored
and

refined on a go-forward basis to achieve an appropriate degree of accuracy in

t he dat a.

Age O assification of Patients

The data reflect several occurrences of highly unusual reported ages of
patients in

t he Normal Newborn, Vaginal Delivery and Neonate categories and we cannot attest
to

t he accuracy of this suspect data. We are researching these variances in an
effort

to determ ne the cause for the aberrations in reported ages.

THCIC ID: 115000 / Rosewood Medi cal Center
QUARTER: 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCI C did not identify
any material errors.

THCIC ID: 118000 / St Lukes Episcopal Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

The data reports for quarter 4, 1999 do not accurately reflect patient
vol ume, severity, or patient origin.

Pati ent Vol une

Data reflects adm nistrative clains data (UniformBilling data el enents)
that are a snapshot of clains one nonth follow ng quarter-end. |If the
encounter has not yet been billed, data will not be reflected in this
quarter.



Even t hough source of paynent will not be released for the quarter, a
progranmm ng i ssue wi th payor sources was identified during the extraction
of the data. THCIC s requirenent for data submission is that a claim

be produced. At St. Luke's Episcopal Hospital, a claimis not produced
on self-pay patients. As a result, this payor source was inadvertently
omitted. Once identified, it was too late to correct for this rel ease.

Severity

Descriptors for newborn adm ssions are based on nation billing data el ements
(UB92) and definitions of each el enent can and do vary from hospital to
hospital. Because of the absense of universal definitions for normal

delivery, premature delivery, and sick baby, this category cannot be used
for conparison across hospitals. The DRGis the only sonewhat neani ngfu
description of the infant population born at a facility.

More inportantly, not all clinically significant conditions can be captured
and reflected in the various billing data el enents including the | CD 9-CM

di agnosi s codi ng system such as ejection fraction. As a result, the true
clinical picture of the patient popul ati on cannot be adequately denonstrated
usi ng adm ssions and billing data.

Patient Oigin
Because of a mapping issue with resident area in our popul ation, the data
incorrectly reflects that we had no out of country patients during the
quarter. Qur out of country patients are in fact counted in the out of
state nunbers. This was recognized too |late to be corrected. Corrected
denogr aphi cs woul d reveal the foll ow ng:
Quarter 4, 1999:

Qut of country patients = 161

Qut of state patients = 251

THCIC ID: 119000 / Menorial Hospital Southeast
QUARTER: 4
YEAR: 1999

Certified with coments

Al'l discharges with an admt type of newborn have an adm ssion source

of normal delivery versus a conbination of normal delivery, premature
delivery, sick baby, and extranural birth. These adm ssion sources wll
not appear until June 2000 data. All newborns are, however, represented
accurately by diagnoses and procedure codes.

THCI C ID: 129000 / Menorial Mdical Center East Texas
QUARTER: 4th
YEAR: 1999

Certified with coments

16% of physicians responded to THCI C dat a.
O this 16%
4% el ected not to review the data
1% found an error in the description of a diagnosis
5% found the information, to the best of their know edge,
to be accurate.
6% Returned the formw th no response indicat ed.

W believe all data to be accurate to the best of our know edge.



THCIC ID: 130000 / Providence Menorial Hospita
QUARTER: 4
YEAR: 1999

Certified with comments
Di scharge Disposition Clarification

The di scharge disposition 06 is inclusive of patients di scharged hone
wi th home health and those di scharged home with hospice. D scharge disposition
50, should have been used for those patients being sent honme w th hospice.

THCIC ID: 134000 / Northeast Baptist Hospita
QUARTER: 4
YEAR: 1999

Certified with comments

Comment s:

This is admnistrative data that has been collected on a national standard form
called a UB-92, for the purpose of billing third party organi zati ons for

r ei mbur sement

This billing data was not collected for clinical purposes fromwhich one could
easily

make judgenents about patient care. Acknow edging the constraints and
[imtations of

the THCI C process, to the best of our know edge the THCI C data are reasonable
representations of the adm nistrative data except for two itens that nerit
speci fic conment.

St andar d/ Non- St andard Sour ces of Paynent

This data is not contained within the national standard UB-92 record used for
billing.

Therefore, additional programm ng was required to capture and provide the

speci fied

categories of paynent. The effectiveness of this programmng will be nonitored
and

refined on a go-forward basis to achieve an appropriate degree of accuracy in

t he dat a.

Age Ol assification of Patients

The data reflect several occurrences of highly unusual reported ages of
patients in

t he Normal Newborn, Vaginal Delivery and Neonate categories and we cannot attest
to

t he accuracy of this suspect data. W are researching these variances in an
effort

to determ ne the cause for the aberrations in reported ages.

THCIC ID: 140000 / Edi nburg Regi onal Medical Center
QUARTER: 4
YEAR: 1999
Certified with coments

Physi cian |icense nunbers and names have been validated with the physician and



the websites as accurate but sone remain unidentified in the THCIC Practitioner
Ref erence Fil es.

THCIC ID: 141000 / Navarro Regi onal Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Navarro Regi onal Hospital is an acute, general nedical-surgical hospita
with the additonal services of a Skilled Nursing Facility and an Acute
Rehabilitation Unit. The data in the public release file may or may not
adequately all ow separation of patients in the acute hospital fromthose

in the other two units. Admi xture of all three units can |ead to increases
for acute hospitals alone. It is notable that 13 of the 47 deaths in

the fourth quarter of 1999 occurred in the two non-acute units, and that

in at least 33 of the deaths, the patient or fam |y nenbers had requested
that full efforts to maintain Iife not be pursued (Advanced Directive,
Living WIIl or Do Not Resuscitate orders).

THCIC ID: 142000 / Margaret Jonsson Charlton Methodi st Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

DATA CONTENT

This data is adm nistrative data, which hospitals collect for billing purposes,
and not clinical

data, fromwhich you can nake judgenents about patient care. The data submtted
are certified

to be accurate representations of the billing data recorded, to the best of our
know edge. The

data is not certified to represent the conplete set of data avail able on al

i npatients but rather that

data which was reported to a particular payer as required by that payer.

PHYSI CI AN REVI EW OF THE DATA

Physicians adnmitting inpatients to Charlton, fromtinme to tinme, review physician
specific data

that is generated fromour internal conputer systenms. Charlton did not attenpt
to have

every physician individually review each patient in the actual data set returned
to us by the State.

W& matched the State generated reports to internally generated reports to ensure
data subm ssion

accuracy. W then reviewed these reports with Physician | eadership who assisted
us in

generating the conments contai ned herein.

SUBM SSI ON TI M NG

The State requires us to submt a snapshot of billed clains, extracted from our
dat abase

approxi mately 20 days followi ng the close of the cal endar year quarter. Any

di scharged pati ent

encounters not billed by this cut-off date will not be included in the quarterly
subm ssion. O ains



billed in the subsequent quarter for discharges of a previous quarter will be
submtted to the State
in the subsequent quarter's subm ssion

It should also be noted that the payer m ght deny all or part of a bill for
whi ch an adj ust nment

m ght be made on our internal data systems. The process of appealing a denied
claimor service

and coming to final resolution can take as long as a year to resolve with a
payer. (Qovi ously any

out come of these processes would not be reflected in a quarter's data.

OM SSI ON OF OBSERVATI ON PATI ENTS

The reported data only include inpatient status cases. For various conditions,
such as chest pain,

there are observation patients that are treated effectively in a short non-

i npatient stay and are

never admtted into an inpatient status. The ratio for Charlton Methodi st
Hospital is about 1

observation patient for every 10 inpatients. Thus, calcul ations of inpatient
vol umes and | engt h of

stay may not include all patients treated in our hospital

DI AGNCSI S AND PROCEDURES

The state and billing regulations require us to submt diagnoses and procedures
in |CD9-CM

standard codes. The hospital can code up to 25 diagnosis codes and 25 procedure
codes. The

state data submission requirenents limt us to the first nine diagnosis codes
and the first six

procedure codes. As a result, the data sent by us do neet state requirenments but
may not refl ect

all the codes an individual patient's record may have been assi gned.

Approxi mately 13% of

Charlton Methodi st Hospital's patient popul ati on have nore than ni ne di agnoses
and/ or six

procedur es assi gned.

Therefore, those patients with multiple diseases and conditions (nore diagnoses
and procedures)

are less accurately reflected by the 1450 format. It then stands to reason that
hospital s, which

treat sicker patients, are |ikew se |less accurately reflected. Further, true
total volunes for a

di agnosi s or procedure may not be represented by the State's data file, which

t her ef ore make

percent age cal cul ati ons such as nortality rates or severity of illness

adj ustment s i naccurate.

Charlton Methodi st Hospital adheres to national coding standards but it should
be noted that

codi ng cannot establish cause and effect (ie. Infection coded, but does not

i dentify whet her

present upon adm ssion or devel oped in-house; fall coded, but does not identify
whet her the fal

occurred prior to or during hospitalizations.). It is also difficult to

di stingui sh between a co-



nmorbidity and a conplication.

NORMAL NEVBORNS

Admi ssi on Source or Adm ssion Type codes are not the best way to reflect the
pre-maturity or

illness of an infant. Per State data submi ssion regulation, if Adm ssion Type
is coded as a

"newborn” then Admit Source is a code used to delineate the type of birth as
"normal newborn”

"premature delivery" "sick baby" and "extra-mural birth." Admssion type is a
code used to

classify a baby as a newborn only if the baby was actually born in the reporting
hospital . A very

sick baby, transferred from another hospital or facility will be coded as an
Admi ssi on Type of

"Emer gency" and Adm ssion Source of "Xfer from Hospital.'
and

experiences of an infant in our facility are captured el sewhere in the data
file, nanely, in the

| CD- 9- CM di agnoses and procedures codes.

The actual conditions

ADM T SCURCE

Charlton Met hodi st Hospital does not currently use all of the codes that are
available in the State

data. Specifically we are not actively collecting data that stratifies the type
of facility a patient

came fromin the event of a transfer from another healthcare facility.

RACE AND ETHNI CI TY CODES

W are concerned about the accuracy of the State mandated race and ethnicity
codes. Sone

patients decline to answer our inquiries about their race or ethnic
classification. W certify that

the race and ethnicity codes we subnit represent nothing nore than the patient's
own

classification or our best judgment.

STANDARD/ NON- STANDARD SOURCE OF PAYMENT

The standard and non-standard source of paynent codes are an exanpl e of data
requi red by the

State that is not contained within the standard UB92 billing record. In order to
nmeet this

requi renent each payer's identification nmust be categorized into the appropriate
standard and

non- st andard source of paynent value. It is inmportant to note that sonetines,
many nont hs after

billing and THCI C data subnission, a provider may be informed of a retroactive
change in a

patient's eligibility for a particular payer. This will cause the Source of
Payment data to be

i naccurate as reported in the quarter's snapshot of the data. The categories
nost effected are

"Self Pay" and "Charity" shifting to "Medicaid" eligible.

REVENUE CODE AND CHARGE DATA
The charge data subnmitted by revenue code represents Methodist's charge
structure, which may



or may not be the sane for a particular procedure or supply as another provider

CAUTI ON ON THE USE OF DATA W TH SMALL NUMBERS OF CASES | N PERCENTAGE COVPARI SONS
Besides the data limtations nmenti oned above, the nunber of cases that aggregate
into a

particul ar di agnosis, procedure or Diagnosis Related G ouping could render

per cent age

calcul ations statistically non-significant if the nunber of cases is too small

SEVERI TY ADJUSTMENT SCORES

THCIC is responsible for providing and maintaining a tool to assign an All -
pati ent Refined

(APR) Diagnosis Related G oup (DRG severity score for each encounter at their
dat a processing

center. Charlton Methodi st Hospital neither creates nor subnits the APR DRG
contained in the

data sets.

THCIC ID: 145000 / University Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

This data represents accurate information at the time of certification
Subsequent changes may continue to occur that will not be reflected in
this published dataset.

THCIC ID: 146000 / Covenant Hospital Plainview
QUARTER: 4
YEAR: 1999

Certified with coments

The data reviewed by hospital staff and physicians appears, to the best
of our know edge, to be correct and accurate.

It is the practice of the hospital to review all unusual occurrences or
l ength of stay cases via the nedical staff's peer review process.

Qutliers seen in this quarter's data have been revi ewed by appropriate
nmedi cal staff.

THCIC ID: 158000 / University Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

DATA CCORRECTI ON - PLEASE NOTE BEFORE PERFORM NG ANY MORTALI TY CALCULATI ONS
USI NG THI S DATA.

As part of University Hospital's internal quality control procedures,

data was audited to check for accuracy and conpl eteness. After data was
submtted to the Texas Health Care Information Council for public rel ease,
an error was noted in regard to patient discharge status which inpacts
606 patient records. 606 patients in the 4th Quarter 1999 were given



an initial discharge status classification value of 42 ("Expired - Place
Unknown (to be used for Medicare Qutpatients)”). These discharge dispositions
wer e updated by nedical records after deadlines required for submtting

clains data to the state.

Pl ease note the follow ng description of the patient discharge status
for the 606 patient records inpacted (the value, description, count and
percent of total for the 606 records are shown):

01 Discharged to hone/self care (routine) 559 (92.2%
02 Discharged/ Xfer to another short term general hosp 9 (1.5%
03 Discharged/ Xfer to skilled nursing facility 5 (0.8%
04 Discharged/ Xfer to internedi ate care facility 1 (0.2%
05 Discharged/ Xfer to other type of inst (dist part incl) 10 (1.7%
06 Discharged/ Xfer to hone under care of health service 4 (0.79%
07 Left against nedical advice 1 (0.2%
20 Expired (or didn't recover - Christian Sci patient) 17 (2.8%

PLEASE NOTE THI S CORRECTI ON WHEN PERFORM NG ANY CALCULATI ONS | N REGARD
TO THE HOSPI TAL MORTALI TY RATE. Pl ease direct any questions you may
have regarding this data correction to Kirk Black at (210) 358-2335.

DATA CONTENT

This data is adm nistrative data that hospitals collect for billing purposes.
It is not clinical data and should be cautiously used to evaluate health
care quality. The state requires subm ssion of inpatient clains, by quarter
year, gathered froma formcalled a UB92, in a standard governnent format
call ed HCFA 1450 EDI electronic claimformat. The state specifications

requi re additional data elenents to be included over and above that.

Addi ng these additional data el enents places progranmm ng burdens on the
hospital since it is data not included in the actual hospital billing
process. FErrors can occur due to this additional programm ng.

SUBM SSI ON TI M NG

University Health Systemestimates that our data volunmes for the cal endar
year time period submitted may include 96%to 100% of all cases for that
time period. The state requires subm ssion of billed clains extracted

from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this deadline
date are not included in the quarterly subm ssion file sent in.

DI AGNOSI'S AND PROCEDURES

The data submitted matches the state's reporting requirenents but nmay be

i nconpl ete

due to a limtation on the nunber of diagnoses and procedures

the state allows us to include for each patient. The state's data file

may not fully represent all diagnoses treated by the hospital or all procedures
performed. Approximately 15% of University Health Systeni s patient popul ation
have nore than ni ne di agnoses and/ or six procedures assigned.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and al



hospital s nust conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis a code does not exist for every possible

di agnosi s and procedure due to the continued evol ution of nedicine; new

codes are added yearly as codi ng nanual s are updat ed.

The state requires subnission of 1CD9-CM data on each patient but has

limted the nunber of diagnoses and procedures to the first nine di agnoses
codes and the first six procedure codes. As a result, the data sent by
University Health System neets state requirenents but cannot reflect al

the codes an individual patient's record may have been assigned. Accurate
total volunmes may not be represented by the state's data file, which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). Si cker patients (nore di agnoses and procedures)

are less accurately reflected by the 1450 format.

LENGTH OF STAY

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patient discharged with

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

NORMAL NEVBCORNS

The best way to focus on severity of illness regarding an infant would

be to check the infant's diagnosis at discharge, not the admitting source
code. University Health Systemi s normal hospital registration process
defaults "normal delivery" as the adm ssion source. Qher options are

premat ure delivery, sick baby, extranural birth or information not avail able.
The actual experience of a newborn is captured el sewhere in the file, namely,
in the I CD9-CM di agnosi s. Adm ssion source does not give an accurate picture.

RACE/ ETHNI CI TY

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently nmap their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Analysis of these two data fields does not accurately
descri be the true popul ation served by the hospital

STANDARD/ NON- STANDARD SOURCE OF PAYMENT

The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92



billing record. In order to nmeet this requirenent each payer identification
nmust be categorized into the appropriate standard and non-standard source

of payment value. Additionally, those payers identified contractually

as both "HMO and PPO' are categorized as "Comrercial PPO " Thus, any

true managed care conpari sons by contract type (HMOvs. PPO nay result

i n inaccurate analysis.

At the time of data subm ssion, a high percentage of discharges categorized
as "self-pay" are pending eligibility for another funding source, including
Medi care, Medicaid and Carelink (a program supported by the Bexar County
Hospital District tax division). By the time the data is released, the
status for approximately 90% of "sel f-pay" di scharges have changed to

one of these funding sources.

COST/ REVENUE CODES

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the

service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpani es.
Charges al so do not reflect the actual cost to deliver the care each

pati ent needs.

CERTI FI CATI ON PRCCESS

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not conplete and thorough
at this time. During the current certification phase, University Health
System did not have an efficient nechanismto edit and correct the data.

In addition, due to University Health System s volune, it is not feasible
to performencounter level audits.

THCIC ID: 164000 / The Institute for Rehabilitati on & Research
QUARTER: 4
YEAR: 1999

Certified with coments

*TIRR (The Institute for Rehabilitation and Research) was founded in 1959 in
Houston's Texas Medical Center by WIliam A Spencer, MD. Dr. Spencer
articulated a rehabilitation philosophy of maxim zing i ndependence and quality
of life that continues to guide the devel opnent of our programs. This guiding
phi | osophy i ncludes providing appropriate nmedi cal intervention, helping the
patient establish realistic goals and objectives, and supporting the patient to
mai ntai n personal integrity and famly and social ties. TIRRis an
internationally known, fully accredited teaching hospital that specializes in
nmedi cal care, education and research in the field of catastrophic injury. It
has been recogni zed every year in a nationw de survey of physicians by U S. News
& World Report as one of the best hospitals in Amrerica.

The hospital's research into devel oping inproved treatnment procedures has
substantially reduced secondary conplications of catastrophic injuries as well
as average lengths of stay. TIRR is one of only three hospitals in the country
t hat has Model Systens designation for both its spinal cord and brain injury
progr amns.



Qur programs are outcone-oriented with standardi zed functional scales by which
to neasure a patient's progress. Sone of these prograns are:

Spinal Cord Injury. Since 1959, TIRR has served over 3,000 patients wth spinal
cord injuries and has built an international reputation as a |eader in

i nnovati ve treatnent, education and research. TIRR was one of the first centers
to be designated by NIDRR (National Institute on Disability and Rehabilitation
Research) as a regional nodel spinal cord injury systemfor exenplary patient
managenent and research, a designation

it has maintained since 1972.

Brain Injury. The Brain Injury Programat TIRR admts patients who have brain
injuries resulting fromtraunma, stroke, tunmor, progressive disease, or netabolic
dysfunction. The Programis designated as a Mddel System for Rehabilitation for
Persons with Traumatic Brain Injury by the NNDRR and as a Rehabilitation
Research and Training Center on Rehabilitation Interventions Follow ng Traumatic
Brain Injury.

Amput ee. The Amputee Program serves patients with traumati c anmputations,
congenital linb deficiencies, and di sease related anputations. TIRR is uniquely
experienced in conplex multiple linb | oss associated with trauma and el ectri cal
burns and with amputations associated with diabetes nellitus and peri pheral
vascul ar di sease.

Conprehensive Rehabilitation. TIRR s skills and expertise in caring for
patients with central nervous system di sorders such as spinal cord injury and
brain injury transfer well to those admitted to the conprehensive rehabilitation
program who may al so have sone weakness or |oss of sensation, coordination or
mobility. This program serves patients with di agnoses including sinple and
multiple fractures, arthritis, deconditioning

after medi cal conplex disorders, nultiple sclerosis, post-polio syndrone,
conplications fromburns, etc

Pedi atric Program The Pediatric Programat TIRR adnmits children with
congenital or acquired physical and/or cognitive inpairnments. The program
usual ly treats children frominfancy to 16 years of age.

In reviewing the THCI C data for 4th quarter 1999, we di scovered that the patient
di scharge status nmapped incorrectly to "Qther Institution" instead of "Home or
Self Care" in 11 cases. This changes our statistics to:

Pati ent Di scharge Status No. Patients % of Total Adm ssions
Di scharge to Hone or Self Care 169 80. 48%
Di scharge/ Transfer to Gen. Hospital 8 3.81%
Di scharge/ Transfer to SNF 4 1. 90%
Di scharge to I CF 4 1. 90%
Di scharge/ Transfer to Qther Institution 18 8.57%
Di scharge/ Transfer to Home Health 6 2.86%
Left AVA 1 . 48%
THCIC ID: 168000 / Shannon West Texas Menorial Hospital

QUARTER: 4

YEAR: 1999

Certified with coments

Physi ci an nanmes are incorrect in sonme instances but they do have the correct



Texas |icense nunber.

THCIC ID: 181000 / Medical Center Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

For Dec. 99, we are short about 460 accounts from what there shoul d be.
We had several problens with 99 data and one of the reasons was because
we had to restore files from backups and create special progranms to build
the data. W have since created prograns to capture the data starting
with the year 2000 data. For the majority of the accounts the problens
shoul d be fixed on year 2000 and 2001 cl ai ns.

THOIC ID: 182000 / Harris Methodist H. E. B.
QUARTER 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing
pur poses. Adm nistrative data may not accurately represent the clinica
details of an encounter.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate. These errors have

been corrected to the best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed
and is not included in the data subm ssion. This represents a rare event
that is less than 1% of the encounter vol une.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent.
The hospital conplies with the guidelines for assigning these diagnosis
codes, however, this is often driven by physician's subjective criteria
for defining a diagnosis. For exanple, while one physician may di agnose
a patient with anem a when the patient's bl ood henogl obin level falls
bel ow 9.5, anot her physician may not di agnose the patient with anem a
until their blood henoglobin level is below 9.0. 1In both situations,

a di agnosis of anema is correctly assigned, but the criteria used by
the physician to deternmi ne that diagnosis was different. An "apples to
appl es" conpari son cannot be made

which makes it difficult to obtain an accurate conpari son of hospita

or physici an performance.



The codes al so do not distingui sh between conditions present at the tine
of the patient's adm ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is made,
it is not always possible to deternmine if the patient had an infection
prior to adm ssion, or devel oped an infection during their hospitalization
This makes it difficult to obtain accurate information regarding things
such as conplication rates.

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly. Approxinmately

10. 9% of Harris Methodi st HEB' s patient popul ati on have nore than ni ne di agnoses

and/ or
si x procedures assigned.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and
are used by hospitals for billing purposes. The hospital can code up

to 25 di agnoses and 25 procedures for each patient record. One l[imtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |ICD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosi s or procedure, percentage of patients in each severity

of illness category). It would be obvious, therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |ikew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Adm t Source data for Normal Newborn

VWhen the Admit type is equal to "newborn", the admit source should indicate
whet her the baby was a normal newborn, premature delivery, sick baby,
extramural birth, or information not avail able. The best way to focus



on severity of illness regarding an infant would be to check the infant's

di agnosi s at di scharge, not the admtting source code. Many hospital information
systens and registration process defaults to "normal delivery" as the

adm ssi on source. Therefore, adm ssion source does not always give an

accurate picture.

I f adm ssion source is used to exam ne |length of stay or nortality for
normmal neonates using the admt source to identify the cases, the data
will reflect premature and sick babies mxed in with the normal newborn
data. THR recommends use of 1CD9 coding data to identify neonates. This
met hodol ogy will ensure correct identification of the clinical status
of the newborn adm ssion

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race
and ethnicity data el enents are subjectively captured. There are no nationa
standards regardi ng patient race categorization, and thus each hospita

may designate a patient's race differently. The state has recently attenpted
to standardi ze a valid set of race codes for this project but these are

not universally used by all hospitals. Each hospital must independently
map their specific codes to the state's race code categories. This mapping
may not be consistent across hospitals. Thus epi dem ol ogy anal ysis of

these two data fields does not accurately describe the true popul ation
served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of

data required by the state that is not contained within the standard UB92
billing record. In order to neet this requirenent, each payer identification
nmust be categorized into the appropriate standard and non-standard source

of payment val ue. These val ues m ght not accurately reflect the hospita

payer information,

because those payers identified contractually as both "HMO, and PPO' are
categorized as "Comercial PPO'. Thus any true nanaged care conpari sons

by contract type (HMOvs. PPO may result in inaccurate analysis.

Currently, Harris Methodi st HEB has cl assified Wrknen's Conpensati on
to be included in "Commercial”. This will be nodified in the future.
For 4th quarter 1999 there were 8 Worknens Conpensation inpatients.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and as

t horough as all parties would like to see in the future. Wthin the constraints
of the current THCI C process the data is certified to the best of our

know edge as accurate.



THCIC ID: 188000 / Bellaire Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

1) The length of stay information is affected by our skilled nursing

unit population. Qur length of stay for the fourth quarter of 1999 is
4.53 excluding the skilled nursing popul ati on

2) The relationship between the cost of care, charges and the revenue

that a facility receives is extrenmely conplex. Inferences to conparing
costs of care fromone hospital to the next may result in unreliable results.
3) The data is adm nistrative/clains data, not clinical. This carries

inherent limtations to using it to conpare outcones.

THCI C ID: 191000 / Texoma Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

Data Source. The source of this data, the electronic 1450, is adm nistrative
in nature, and was collected for billing purposes. It is not clinica
data and should be cautiously used to evaluate health care quality.

- The 1450 data file limts the diagnosis codes to nine (principal plus
ei ght secondary di agnosi s codes); the adm ssion diagnosis and an E-code
field.

- The procedure codes are linmted to six (principal plus five secondary).
- The fewer the codes the less information is available to evaluate the
patient's outcones and service utilization

- The Hospital can only list 4 physicians that were involved with any
one patient. O her physicians who were involved in those cases wll not
be identified.

Payer Codes. The payer codes utilized in the THCI C data base were defined
by the state. They are not utilizing the standard payer information from
the claim

Revenue Codes and Charges. Charges associated with the 1450 data do not
represent actual paynents or costs for services.

Severity Adjustnment. THCIC is using the 3M APR-DRG systemto assign the
Al -Patient Refined (APR) DRG severity and risk of nortality scores.
The scores represent a categorization of patient severity and nortality
risk. The assignment is made by evaluation of the patient's age, sex,
di agnosi s codes, procedure codes, and di scharge status.
- The program can only use the codes available in the 1450 data file,
e.g., nhine diagnosis and six procedure codes. If all the patient's diagnosis
codes were avail abl e the assignment may be different than when limted
to those available in the 1450 dat a.

Timng of Data Collection. Hospitals must submit data to THCIC no | ater
than 60 days after the close of the quarter

- Not all clainms nay have been billed at this tine.

- Internal data may be updated | ater and appear different than the data
on the claim Unless the paynent is inpacted, the hospitals does not rebil
when a data field is changed internally. This results in differences



bet ween internal systens and the snapshot of data that was taken at the
end of the quarter

THCI C ID: 191001 / Reba McEntire Center for Rehabilitation
QUARTER: 4
YEAR: 1999

Certified with coments

Data Source. The source of this data, the electronic 1450, is adm nistrative
in nature, and was collected for billing purposes. It is not clinica
data and should be cautiously used to evaluate health care quality.

- The 1450 data file limts the diagnosis codes to nine (principal plus
ei ght secondary di agnosi s codes); the adm ssion diagnosis and an E-code
field.

- The procedure codes are linmted to six (principal plus five secondary).
- The fewer the codes the less information is available to evaluate the
patient's outcones and service utilization

- The Hospital can only list 4 physicians that were involved with any
one patient. O her physicians who were involved in those cases will not
be identified.

Payer Codes. The payer codes utilized in the THCI C data base were defined
by the state. They are not utilizing the standard payer information from
the claim

Revenue Codes and Charges. Charges associated with the 1450 data do not
represent actual paynents or costs for services.

Severity Adjustnment. THCIC is using the 3M APR-DRG systemto assign the

Al -Patient Refined (APR) DRG severity and risk of nortality scores.

The scores represent a categorization of patient severity and nortality
risk. The assignment is made by evaluation of the patient's age, sex,

di agnosi s codes, procedure codes, and di scharge status.

- The program can only use the codes available in the 1450 data file,

e.g., nhine diagnosis and six procedure codes. If all the patient's diagnosis
codes were avail abl e the assignment may be different than when limted

to those available in the 1450 dat a.

Timng of Data Collection. Hospitals must submit data to THCIC no | ater
than 60 days after the close of the quarter

- Not all clainms nay have been billed at this tine.

- Internal data may be updated | ater and appear different than the data
on the claim Unless the paynent is inpacted, the hospitals does not rebil
when a data field is changed internally. This results in differences

bet ween internal systens and the snapshot of data that was taken at the
end of the quarter

THCIC ID: 191002 / Texoma Medical Center Behavioral Health Center
QUARTER: 4
YEAR: 1999

Certified with coments
Data Source. The source of this data, the electronic 1450, is admnistrative

in nature, and was collected for billing purposes. It is not clinica
data and should be cautiously used to evaluate health care quality.



- The 1450 data file limts the diagnosis codes to nine (principal plus
ei ght secondary di agnosi s codes); the adm ssion diagnosis and an E-code
field.

- The procedure codes are linmted to six (principal plus five secondary).
- The fewer the codes the less information is available to evaluate the
patient's outcones and service utilization

- The Hospital can only list 4 physicians that were involved with any
one patient. O her physicians who were involved in those cases will not
be identified.

Payer Codes. The payer codes utilized in the THCI C data base were defined
by the state. They are not utilizing the standard payer information from
the claim

Revenue Codes and Charges. Charges associated with the 1450 data do not
represent actual paynents or costs for services.

Severity Adjustnment. THCIC is using the 3M APR-DRG systemto assign the
Al -Patient Refined (APR) DRG severity and risk of nortality scores.
The scores represent a categorization of patient severity and nortality
risk. The assignment is made by evaluation of the patient's age, sex,
di agnosi s codes, procedure codes, and di scharge status.
- The program can only use the codes available in the 1450 data file,
e.g., nhine diagnosis and six procedure codes. If all the patient's diagnosis
codes were avail abl e the assignment may be different than when limted
to those available in the 1450 dat a.

Timng of Data Collection. Hospitals must submit data to THCIC no | ater
than 60 days after the close of the quarter

- Not all clainms nay have been billed at this tine.

- Internal data may be updated | ater and appear different than the data
on the claim Unless the paynent is inpacted, the hospitals does not rebil
when a data field is changed internally. This results in differences

bet ween internal systens and the snapshot of data that was taken at the
end of the quarter

THCIC ID: 191004 / Texoma Restorative Care SNF
QUARTER: 4
YEAR: 1999

Certified with comrents

Data Source. The source of this data, the electronic 1450, is adm nistrative
in nature, and was collected for billing purposes. It is not clinica
data and should be cautiously used to evaluate health care quality.

- The 1450 data file limts the diagnosis codes to nine (principal plus
ei ght secondary di agnosi s codes); the adm ssion diagnosis and an E-code
field.

- The procedure codes are linmted to six (principal plus five secondary).
- The fewer the codes the less information is available to evaluate the
patient's outcones and service utilization

- The Hospital can only list 4 physicians that were involved with any
one patient. O her physicians who were involved in those cases will not
be identified.

Payer Codes. The payer codes utilized in the THCI C data base were defined
by the state. They are not utilizing the standard payer information from



the claim

Revenue Codes and Charges. Charges associated with the 1450 data do not
represent actual paynents or costs for services.

Severity Adjustnment. THCIC is using the 3M APR-DRG systemto assign the
Al -Patient Refined (APR) DRG severity and risk of nortality scores.
The scores represent a categorization of patient severity and nortality
risk. The assignment is made by evaluation of the patient's age, sex,
di agnosi s codes, procedure codes, and di scharge status.
- The program can only use the codes available in the 1450 data file,
e.g., nhine diagnosis and six procedure codes. If all the patient's diagnosis
codes were avail abl e the assignment may be different than when limted
to those available in the 1450 dat a.

Timng of Data Collection. Hospitals must submit data to THCIC no | ater
than 60 days after the close of the quarter

- Not all clainms nmay have been billed at this tine.

- Internal data may be updated | ater and appear different than the data
on the claim Unless the paynent is inpacted, the hospitals does not rebil
when a data field is changed internally. This results in differences

bet ween internal systens and the snapshot of data that was taken at the
end of the quarter

THCIC ID: 206000 / Select Specialty Hospital - Houston Heights
QUARTER: 4
YEAR: 1999

Certified with coments

Di scharge status errors -due to a mapping issue ; revised in 2000. Sel ect
Specialty Healthcare Managenent System software was set up to accept
ei t her al pha or numeric data.

THCIC ID: 206002 / Sel ect Specialty Hospital Houston Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

Error Record Message 871 E, Source Pay Code, F, Commerial, on THCIC Claim
Corrections v.4.2.0 does not match HM5, Financial Cass 7, Medicare HVO
(Payors, e.g., Prudential Senior Care, Humana Gold Plus, Nylcare 65 St.
Luke's Episcopal Hospital, etc.). These errors need to be edited in THCIC
ClaimCorrections to Source Pay Code, C, for Medicare.

Error Record Message 855 E, Al pha Patient Status, OS5, OR H2, Hl, RC

OD, in HV5, Medical Record Abstracting does not match THCI C C ai m Corrections
Nunerical Patient Status, 03, 05, 02, 02, 04, 02 respectively. These

errors need to be edited also in the THCI C C aim Corrections.

Error Record Messages 863 Wand 864 W Social Security Nunber. When a
patient is adnmitted, at tinmes the SSN cannot be obtained fromthe patient
or transferring hospital. These errors are irreversible.

Error Record Message 876 E nust be addressed with Patient Accounting.



THCIC ID: 214000 / Medical Center of Plano
QUARTER: 4
YEAR: 1999

Certified with coments

DOB- 11/ 22/ 37
DRG 132

Pl ease change marital status fromsingle to wi dowed. Thanks.

Pl ease accept this as our 4th qtr 1999 data submi ssion, correction, and
certification. Due to high enployee turnover and hospital instability,

this was not done in a tinmely and conpl ete manner. W apol ogi ze for any

i nconvi ences that this may have caused. For 1st qtr 2000 we will however
rectify the situation by working with Lorna and Diana so that we can reprocessed
the data so that it is nore accurate and reliable.

W& have received a letter fromM. JimLloyd, Executive Director, that

the hospital will not be fined for 4th gqtr 1999 and 1st qtr 2000. W

woul d I'ike to express our deepest gratitude to M. Lloyd for his understandi ng
towards our hosptial's difficulties. W would also like to express our
deepest gratitude for Ms. Diana MO enny for her support throughout this
process. She truly represents what custoner service and support is al

about. Thank-you.

THCIC ID: 228000 / Sout hwest General Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

the warning is being reviewed by the billing office.

THCI C ID: 229000 / Houston Northwest Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

1. Admt Type true value is 2,282 Energency; 348 Urgent; 1,995 El ective;
and 893 Newborn for 4th quarter 1999.

2. Admit Source 4th quarter 1999 true value is 3 dinical Referral; 2,264
Emer gency; 3,142 Physician Referral; 85 Transfer from Hospital; 11 Transfer
from SNF; 4 Transfer fromother Health Care facility; 1 Court/Law Enforcenent
and 8 Transfer from Rehab/Substance Abuse.

3. Newborn code 4th quarter true value is 679 Normal Delivery; 66 Premature
Del i very; and 148 Si ck Babi es.

THCI C ID: 235000 / Harris Methodi st Forth Worth
QUARTER: 4
YEAR: 1999
Certified with coments

CLI NI CAL DATA:



The THCI C data confornms to the HCFA 1450 file specifications. The 1450
data is adm nistrative and collected for billing purposes. It is not clinica
data and should be used cautiously to evaluate health care quality.

The 1450 data file limts the diagnosis codes to nine (principal plus
ei ght secondary di agnosis codes); the adm ssion diagnosis and an E-code
field.

The use of E-Codes (i.e. injury source) is optional in Texas and Harris
Met hodi st Fort Wbrth does not collect these codes in the trauma or notor
vehi cl e adm ssions. This can result in erroneous eval uation of injury
sources if researchers do not understand the limtations of this data
field.

The procedure codes are limted to six (principal plus five secondary).

The fewer the codes the less information is available to evaluate the
patient's outcone and service utilization. Wen the patient has nore codes
in the nedical record than allowed in the 1450 file, the hospital nust

sel ect only nine diagnosis codes and six procedure codes. Hospitals popul ate
these code fields differently.

Since there is this Iimted nunber of diagnosis and procedure codes used

and no standardi zati on on how hospitals are assigning them there are

obvi ous inherent problenms with this data. Using this type of data to evaluate
quality and outcones cannot portray an accurate picture of quality neasurenents
or outcones.

THCIC i s using 3M APR-DRG systemto assign the All-Patient Refined (APR)DRG
severity and risk of nortality scores. The assignnment is nmade by eval uation
of the patient's age, sex, diagnosis and procedure codes and di scharge
status. This program can only use the codes available in the 1450 data

file (i.e. the nine diagnosis and six procedure codes). If all the patient's
di agnosi s codes and procedure codes were avail abl e the assignnent may

be different that when limted to those available in the 1450 dat a.

ADM T TYPE AND SOURCE:

Probl ens have been identified with newborn source codes. The data collection
source for the THCI C newborn baby (i.e. normal delivery, premature, sick
baby or extramural birth) is an adni ssion code assigned by an adm ssion
clerk. This does not give an accurate description of the severity of illness
in the newborn and the nore precise area to collect this information would
be in the infant's di agnosis codes assigned on di scharge.

PAYOR CODES/ COSTS:

The payor codes utilized in the THCI C dat abase were defined by the state
and are not using standard payor information fromthe claim The mappi ng
process of specific payors to the THCI C payor codes was not standardized
by THCI C. Therefore, each hospital may map differently which can create
variances in coding.

Few hospital s have been able to assign the "Charity" payor code in the
data submitted to THCIC. Hospital are not able to determ ne whether or
not charges will be considered "charity” until long after dism ssal when
all potential paynent sources have been exhaust ed.



It is inportant to note that charges do not reflect actual paynents to
the hospital to deliver care, which are substantially reduced by managed
care di scounts, payor denials, and contractual allowances, as well as
charity and uncol | ect abl e accounts.

RACE AND ETHNI CI TY:

Race and ethnicity codes are not required in the HCFA 1450 specifications,
these data el enents are unique to THCIC. Each hospital nust independently
map their specific codes to the state's race code categories.

The col |l ection, documentation and coding of race and ethnicity vary consi derably
across hospitals. Sone hospitals do not ask the patient, rather an adm ssion
clerk makes a subjective decision. Each hospital may designate a patient's
race/ethnicity differently.

Many hospitals do not collect ethnicity as a separate category. They may
collect race, e.g. Hispanic, which defaults to ethnicity and then to whatever
t he hospital has mapped for that category. The |ack of standardization

may result in apparently significant differences anong hospitals reported
racial mx, which are not valid or accurate.

SPECI ALTY SERVI CE

The 1450 data does not have any specific data field to capture unit of
service or to expand on the specialty service(s) provided to a patient.
THCIC is using codes fromthe bill type and acconmodati on revenue codes
in an attenpt to distinguish specialty services.

Services used by and outcomes expected of patients on the hospice units,in
rehab, in skilled nursing areas and other specialty areas are very different.
The admi nistrative data has inherent limtations and will inpact the eval uation
of health care services provided at Harris Methodist Fort Worth.

TI M NG OF DATA COLLECTI ON:

Hospitals are required to submt data to THCIC no |later than 60 days after
the close of the quarter. Not all clains have been billed in this tine

peri od. Depending on how the data is collected and the timng of the billing
cycle all hospital discharges nay not be captured.

Internal data may be updated after subm ssion and then will be different
that the data submitted to THCIC. This makes it difficult to evaluate

t he accuracy and conpl eteness of the THCIC data fil es agai nst interna
syst ens.

CERTI FI CATI ON PROCESS:

Harris Methodist Fort Worth has policies and procedures in place

to validate the accuracy of the discharge data and corrections submtted
within the imtations previously stated. To the best of our know edge,

all errors and omi ssions currently known to the hospital have been corrected
and data is accurate and conpl ete.

THCIC ID: 245000 / Dolly Vinsant Menorial Hospita
QUARTER: 4



YEAR: 1999
Certified with coments

We certify that the patient data contained within these records are correct
to the best of our know edge.

The physician data however is incorrect. This was caused by a system
reporting error that has since been corrected and physician future quarters
will be correct

THCIC ID: 252000 / Southwestern General Hospita
QUARTER: 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCI C did not identify
any material errors.

THCI C ID: 255000 / Methodi st Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with coments

DATA CONTENT

This data is adm nistrative data, which hospitals collect for billing purposes,
and not clinical

data, fromwhich you can nake judgenents about patient care. The data submtted
are certified

to be accurate representations of the billing data recorded, to the best of our
know edge. The

data is not certified to represent the conplete set of data avail able on al

i npatients but rather that

data which was reported to a particular payer as required by that payer.

PHYSI CI AN REVI EW OF THE DATA

Physicians adnmitting inpatients to Methodist, fromtinme to tinme, review
physi ci an specific data

that is generated fromour internal conmputer systens. Medical Center did not
attenpt to have

every physician individually review each patient in the actual data set returned
to us by the State.

W& matched the State generated reports to internally generated reports to ensure
data subm ssion

accuracy. W then reviewed these reports with Physician | eadership who assisted
us in

generating the conments contai ned herein.

SUBM SSI ON TI M NG

The State requires us to submt a snapshot of billed clains, extracted from our
dat abase

approxi mately 20 days followi ng the close of the cal endar year quarter. Any

di scharged pati ent



encounters not billed by this cut-off date will not be included in the quarterly
subm ssion. d ains

billed in the subsequent quarter for discharges of a previous quarter will be
submtted to the State

in the subsequent quarter's subm ssion

It should also be noted that the payer m ght deny all or part of a bill for
whi ch an adj ust nment

m ght be made on our internal data systems. The process of appealing a denied
claimor service

and coming to final resolution can take as long as a year to resolve with a
payer. (Qovi ously any

out come of these processes would not be reflected in a quarter's data.

OM SSI ON OF OBSERVATI ON PATI ENTS

The reported data only include inpatient status cases. For various conditions,
such as chest pain,

there are observation patients that are treated effectively in a short non-

i npatient stay and are

never admitted into an inpatient status. The ratio for Methodist Medical Center
is about 1.73

observation patients for every 10 inpatients. Thus, calcul ations of inpatient
vol umes and | ength

of stay may not include all patients treated in our hospital

DI AGNCSI S AND PROCEDURES

The state and billing regulations require us to submt diagnoses and procedures
in |CD9-CM

standard codes. The hospital can code up to 25 diagnosis codes and 25 procedure
codes. The

state data submission requirenents Iimt us to the first nine diagnosis codes
and the first six

procedure codes. As a result, the data sent by us do neet state requirenments but
may not refl ect

all the codes an individual patient's record may have been assi gned.

Approxi mately 20% of

Met hodi st Medical Center's patient popul ati on have nore than ni ne di agnoses
and/ or six

procedur es assi gned.

Therefore, those patients with multiple diseases and conditions (nore diagnoses
and procedures)

are less accurately reflected by the 1450 format. It then stands to reason that
hospital s, which

treat sicker patients, are |ikew se |less accurately reflected. Further, true
total volunes for a

di agnosi s or procedure may not be represented by the State's data file, which

t her ef ore make

percent age cal cul ati ons such as nortality rates or severity of illness

adj ustment s i naccurate.

Met hodi st Medi cal Center adheres to national coding standards but it should be
noted that coding

cannot establish cause and effect (ie. Infection coded, but does not identify
whet her present upon

adm ssion or devel oped in-house; fall coded, but does not identify whether the
fall occurred prior



to or during hospitalizations.). It is also difficult to distinguish between a
co-norbidity and a
conpl i cati on.

NORVAL NEVBORNS

Admi ssi on Source or Adm ssion Type codes are not the best way to reflect the
pre-maturity or

illness of an infant. Per State data submi ssion regulation, if Adm ssion Type
is coded as a

"newborn” then Admt Source is a code used to delineate the type of birth as
"normal newborn”

"premature delivery" "sick baby" and "extra-mural birth." Admssion type is a
code used to

classify a baby as a newborn only if the baby was actually born in the reporting
hospital . A very

sick baby, transferred from another hospital or facility will be coded as an
Admi ssi on Type of

"Emer gency” and Adm ssion Source of "Xfer fromHospital." Methodist Medica
Cent er

operates a level 3 critical care nursery, which receives transfers from ot her
facilities. The actual

conditions and experiences of an infant in our facility are captured el sewhere
in the data file,

nanely, in the I CD 9-CM di agnoses and procedures codes.

ADM T SCURCE

Met hodi st Medical Center does not currently use all of the codes that are
available in the State

data. Specifically we are not actively collecting data that stratifies the type
of facility a patient

came fromin the event of a transfer from another healthcare facility.

RACE AND ETHNI CI TY CODES

W are concerned about the accuracy of the State mandated race and ethnicity
codes. Sone

patients decline to answer our inquiries about their race or ethnic
classification. W certify that

the race and ethnicity codes we subnit represent nothing nore than the patient's
own

classification or our best judgment.

STANDARD/ NON- STANDARD SOURCE OF PAYMENT

The standard and non-standard source of paynent codes are an exanple of data
requi red by the

State that is not contained within the standard UB92 billing record. In order to
nmeet this

requi renent each payer's identification nmust be categorized into the appropriate
standard and

non- st andard source of paynent value. It is inmportant to note that sonetines,
many nont hs after

billing and THCI C data subnission, a provider may be informed of a retroactive
change in a

patient's eligibility for a particular payer. This will cause the Source of
Payment data to be

i naccurate as reported in the quarter's snapshot of the data. The categories
nost effected are

"Self Pay" and "Charity" shifting to "Medicaid" eligible.



REVENUE CODE AND CHARGE DATA

The charge data submitted by revenue code represents Methodist's charge
structure, which may

or may not be the sane for a particular procedure or supply as another provider

CAUTI ON ON THE USE OF DATA W TH SMALL NUMBERS OF CASES | N PERCENTAGE COVPARI SONS
Besides the data limtations nmenti oned above, the nunber of cases that aggregate
into a

particul ar di agnosis, procedure or Diagnosis Related G ouping could render

per cent age

calcul ations statistically non-significant if the nunber of cases is too small

SEVERI TY ADJUSTMENT SCORES

THCIC is responsible for providing and maintaining a tool to assign an All-
pati ent Refined

(APR) Diagnosis Related G oup (DRG severity score for each encounter at their
dat a processing

center. Methodist Medical Center neither creates nor submts the APR DRG
contained in the

data sets

THCIC ID: 256000 / Harris Methodi st Erath County
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing
purposes. Adnministrative data may not accurately represent the clinica
details of an encounter.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data pl aces progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate. These errors have

been corrected to the best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed
and is not included in the data subm ssion. This represents a rare event
that is less than 1% of the encounter vol une.

Di agnoses and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is nmandated by the federal governnent.

The hospital conplies with the guidelines for assigning these diagnosis
codes, however, this is often driven by physician's subjective criteria
for defining a diagnosis. For exanple, while one physician may di agnose
a patient with anem a when the patient's bl ood henogl obin level falls
bel ow 9.5, anot her physician may not di agnose the patient with anem a



until their blood henoglobin Ievel is below 9.0. 1In both situations,

a diagnosis of anema is correctly assigned, but the criteria used by
the physician to deternmine that diagnosis was different. An "apples to
appl es" conpari son cannot be nmade which makes it difficult to obtain an
accurate conparison of hospital or physician perfornmance.

The codes al so do not distingui sh between conditions present at the tine
of the patient's adm ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is made,
it is not always possible to deternmne if the patient had an infection
prior to adm ssion, or devel oped an infection during their hospitalizaiton
This makes it difficult to obtain accurate information regarding things
such as conplication rates.

The data submitted natches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonmetines significantly. Approximtely

3% of Harris Methodist Erath County's patient popul ation have nore than

ni ne di agnoses and/or six procedures assigned.

The 1CD-9 codes are assigned based on docunentation in the patient's chart
and are used by hospitals for billing purposes. The hospital can code

up to 99 diagnoses and 99 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses

codes and the first six procedure codes. As a result, the data sent by

us to neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore

make percentage cal cul ati ons inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious those sicker patients (nore

di agnoses and procedures) are |less accurately reflected by the 1450 format.
It then stands to reason that hospitals, which treat sicker patients,

are |ikew se | ess accurately reflected.

Adm ssi on Source Data
The adm ssion source indicates the location the patient is admtted from

or the origin of the order to admit. |In sone instances, a patient may
have two adm ssion sources. The patient may be admtted through the energency
roomfroma nursing home. |In this instance, there would be two adm ssion

sources. Ony one adm ssion source can be assigned in the hospital information
system therefore, the state data reflects only one adm ssion source.

VWile the data submitted is correct, it does not display on accurate

picture of all adm ssion sources.

Adm ssion Source Data for Normal Newborn

VWen the adnmit type is equal to "newborn", the adm ssion source should

i ndi cate whet her the baby was a normal newborn, premature delivery, sick
baby, extramural birth, or information not available. The best way to



focus on severity of illness regarding an infant would be to check the
infant's diagnosis at discharge, not the adm ssion source code. Many
hospital information systens and registration process defaults to "nornal
delivery" as the adm ssion source. Therefore, adm ssion source does not
al ways give an accurate picture.

I f adm ssion source is used to exam ne |length of stay or nortality for

normmal neonates using the admt source to identify the cases, the data

will reflect premature and sick babies mxed in with the normal newborn

data. Harris Methodist Erath County recommends use of |CD 9-CM coding

data to identify neonates. This nethodology will ensure correct identification
of the clinical status of the newborn adm ssion

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

and ethnicity data elenents are subjectively captured. There are no nationa
standards regardi ng patient race categorization, and thus each hospita

may designate a patient's race differently. The state has recently attenpted
to standardi ze a valid set of race codes for this project but these are

not universally used by all hospitals. Each hospital must independently

map their specific codes to the state's race code categories . This mapping
may not be consistent across hospitals. Thus epidem ol ogy anal ysis of

these two data fields does not accurately describe the true popul ation
served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard sources of paynment codes are an exanple

of data required by the state that is not contained within the standard
UB92 billing record. 1In order to nmeet this requirenent, each payer
identification

must be categorized into the appropriate standard and non-standard source
of payment value. These values mght not accurately reflect the hospita
payer information, because those payers identifed contractually as both
"HMO, and PPO' are categorized as "Comercial PPO'. Thus any true managed
care conparison by contract type (HMO vs. PPO nmay result in inaccurate
anal ysi s.

Cost / Revenue Codes

The state requires that hospitals submt revenue information including

charges. It is inportant to note that charges are not equal to actua

payments received by the hospital or hospital cost for performng the

service. Typically actual paynents are nuch | ess than charges due to

managed care-negoti ated di scounts and deni al of paynent by insurance conpanies.
Charges al so no not reflect the acutal cost to deliver the care that

each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and as

t horough as all parties would Iike to see in the future. Wthin the constraints
of the current THCI C process the data is certified to the best of our

know edge as accurate.

THCIC ID: 261000 / Northside General Hospita
QUARTER: 4
YEAR: 1999



Certified with coments

DOB- 11/ 22/ 37
DRG 132

Pl ease change marital status fromsingle to wi dowed. Thanks.

Pl ease accept this as our 4th qtr 1999 data submi ssion, correction, and
certification. Due to high enployee turnover and hospital instability,

this was not done in a tinmely and conpl ete manner. W apol ogi ze for any

i nconvi ences that this may have caused. For 1st qtr 2000 we will however
rectify the situation by working with Lorna and Diana so that we can reprocessed
the data so that it is nore accurate and reliable.

W& have received a letter fromM. JimLloyd, Executive Director, that

the hospital will not be fined for 4th gqtr 1999 and 1st qtr 2000. W

woul d I'i ke to express our deepest gratitude to M. Lloyd for his understandi ng
towards our hosptial's difficulties. W would also like to express our
deepest gratitude for Ms. Diana MO enny for her support throughout this
process. She truly represents what custoner service and support is al

about. Thank-you.

THCIC ID: 263000 / R E. Thomason Ceneral Hospita
QUARTER: 4
YEAR: 1999
Certified with coments
NEVBORN ADM SSI ONS

Errors in Newborn adm ssions were identified. Based on coding information
the following are corrected figures.

Nor mal deliveries = 933
Premature Deliveries = 94
Si ck Babi es = 291
Ext r amur al = data not avail abl e

Total Newborns for 4QQ9 = 1318
PAYOR M X

Mappi ng problens were identified in primary payer source. The follow ng
is the corrected information

CHARI TY = 423
COMMVERCI AL = 385
MEDI CAID = 2385
MEDI CARE = 310
SELF PAY = 856

Total Encounters = 4359

THCI C ID: 266000 / Sierra Medical Center
QUARTER: 4
YEAR: 1999



Certified with coments

1. Adm ssion Type: Elective

El ective adm ssion category was previously not being captured. Data is
bei ng captured as of 11/1/00 and will be reflected with 4th Quarter 2000
dat a.

2. Admi ssi on Type: Unknown
Hospital data captured is not conpatible with THCIC who currently utilizes
UB92 definitions and format. Resolution is pending.

3. Adm ssi on Source

Al'l Adm ssion Source avail able data for Hospital was not being captured.
Data is being captured as of 11/1/00 and will be reflected with 4th Quarter

2000 data

4. Newbor n Admi ssi ons

Newbor n Admi ssions data reflects 544 encounters under category, "Information
Not Avail abl e", which should be reflected under category, "Nornmal Delivery".
This has been identified to be a mapping issue and currently is being
addressed and resolution is scheduled to be in place for subm ssion of

2001 Quarter 1 data.

5. Pati ent Di scharge Status

Al Patient Discharge Status data that is available to Hospital was not
bei ng captured. Additional data is being captured as of 7/1/00 and wi ||
be reflected with 3rd Quarter 2000 dat a.

6. Non- st andard Sour ce of Paynent

Non- st andard Source of Paynent codes for Hospital do not match THCI C codes.
Many of the Source Payment Codes have been classified by THCI C as M ssing

or Invalid. This has been identified to be mapping issue and is currently
bei ng addressed. Resolution is pending.

THCIC ID: 267000 / Diagnostic Center Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

One account missing for Fourth Quarter 1999.

THCIC ID: 285000 / Bayl or Medical Center Ellis County
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those



addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or estimates that our data volunmes for the cal endar year tine period
submtted may include 96%to 100% of all cases for that tine period.

The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evolution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |ikew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Nor mal Newbor ns



The best way to focus on severity of illness regarding an infant would

be to check the infant's diagnosis at discharge, not the admitting source
code. Baylor's normal hospital registration process defaults "normal delivery'
as the adm ssion source. Oher options are premature delivery, sick baby,
extramural birth, or information not available. The actual experience

of a newborn is captured el sewhere in the file, nanely, in the | CD 9-CM

di agnosi s. Adm ssion source does not give an accurate picture.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently nmap their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
nmust be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record may change over time. Wth this in

m nd, approxi mately 97.8% of encounters originally categorized across

all values have a different value as of today. Upon review an additiona
data i ssue was uncovered. All managed care encounters were categorized

as "Comercial PPO' instead of separating the encounters into "HMJ' versus
"PPO'.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO nmay result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nmechani sm

to edit and correct the data. In addition, due to the volune at Bayl or

it is not feasible to performencounter |level audits.

THCIC ID: 300000 / Bayl or Medical Cneter at Irving
QUARTER: 4



YEAR: 1999
Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenents to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or estimates that our data volunmes for the cal endar year tine period
submtted may include 96%to 100% of all cases for that tine period.

The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore

make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients



(nmore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters long. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s data.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant would

be to check the infant's diagnosis at discharge, not the admitting source
code. Baylor's normal hospital registration process defaults "normal delivery”
as the adm ssion source. Oher options are premature delivery, sick baby,
extramural birth, or information not available. The actual experience

of a newborn is captured el sewhere in the file, nanely, in the | CD 9-CM

di agnosi s. Adm ssion source does not give an accurate picture.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently map their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

Upon review, a mapping issue was uncovered regardi ng the categorization

of "Hi spanic" and "White" encounters. Approximately 14% of the "H spanic”
encounters were categorized under the state defined "Bl ack" race code
instead of the state defined "Qther" race code. Approximtely 71% of

the "White" encounters were categorized under the state defined "Bl ack"
race code instead of the state defined "Wite" race code.

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
must be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record may change over time. Wth this in
m nd, approximately 2.5% of encounters originally categorized as "Charity"
have been re-categorized as "Blue Cross" or "Commercial"

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Adm ssi on Source
Upon review of the certification data, a mapping error fromthe source



system val ues to the state defined val ues was uncovered. Approxi mately

38% of patient encounter records categorized with an Adm ssion Source

Code of "Xfer from Psych, Sub Abuse, Rehab Hosp" shoul d have been categorized
wi th an Adm ssion Source code of "Emergency Rooni.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nechani sm

to edit and correct he data. In addition, due to the volunme at Bayl or

it is not feasible to performencounter |level audits.

THCIC ID: 303000 / Presbyterian Hospital of Kaufman
QUARTER: 4
YEAR: 1999

Certified with Coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing purposes.
Admi ni strative data may not accurately represent the clinical details of an
encounter.

The state requires us to submt inpatient clains, by quarter year, gathered from
a

formcalled an UB92, in a standard government format called HCFA 1450 EDI

el ectronic

claimformat. Then the state specifications require additional data elenents to
be

i ncl uded over and above that. Adding those additional data places progranm ng
bur dens

on the hospital since it is "over and above" the actual hospital billing
process.

Errors can occur due to this additional progranm ng, but the public should not
concl ude

that billing data sent to our payers is inaccurate. These errors have been
corrected to

t he best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed and is
not

i ncluded in the data subm ssion. This represents a rare event that is less than
1% of

t he encounter vol une.

Di agnosi s and Procedures



Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospi t al

using a universal standard called the International C assification of Disease,
or | CD9-CM

This is mandated by the federal governnment. The hospital conplies with the
gui del i nes for

assigni ng these diagnosi s codes, however, this is often driven by physician's
subj ective

criteria for defining a diagnosis. For exanple, while one physician may

di agnose a pati ent

wi th anem a when the patient's bl ood henoglobin |l evel falls below 9.5, another
physi ci an

may not di agnose the patient with anemia until their bl ood henogl obin |evel is
bel ow 9. 0.

In both situations, a diagnosis of anema is correctly assigned, but the
criteria used by

the physician to deternmine that diagnosis was different. An "apples to apples”
conpari son

cannot be made which nmakes it difficult to obtain an accurate conparison of
hospital or

physi ci an performance.

The codes al so do not distinguish between conditions present at the tinme of the
patient's

adm ssion to the hospital and those occurring during hospitalization. For
exanple, if

a code indicating an infection is nmade, it is not always possible to determ ne
if the

patient had an infection prior to adm ssion, or developed an infection during
their

hospitalization. This nakes it difficult to obtain accurate information
regardi ng

t hi ngs such as conplication rates.

The data submitted matches the state's reporting requirenents but nmay be

i nconpl ete due

to alimtation on the nunber of diagnoses and procedures the state allows us to
i ncl ude

for each patient. In other words, the state's data file may not fully represent
al |

di agnoses treated by the hospital or all procedures performed, which can alter
the true

picture of a patient's hospitalization, sonetimes significantly. Approximtely
6% of

PRESBYTERI AN HOSPI TAL OF KAUFMAN s patient popul ati on have nore than nine

di agnoses assi gned.

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospi t al

using a universal standard called the International C assification of Disease,

or |CD9-CM

This is mandated by the federal governnment and all hospitals nust conply.

The codes are assigned based on docunmentation in the patient's chart and are
used by

hospitals for billing purposes. The hospital can code up to 99 diagnoses and 99
pr ocedur es



for each patient record. One limtation of using the 1CD9-CM systemis that

t here does

not exi st a code for every possible diagnosis and procedure due to the continued
evol ution

of medi ci ne; new codes are added yearly as codi ng manual s are updated.

The state is requiring us to submt |ICD 9-CM data on each patient but has
[imted the

nunber of di agnoses and procedures to the first nine diagnoses codes and the
first six

procedure codes. As a result, the data sent by us do neet state requirenents
but cannot

reflect all the codes an individual patient's record may have been assi gned.
Thi s neans

also that true total volunes may not be represented by the state's data file,
whi ch therefore

make percentage cal cul ations inaccurate (i.e. nortality percentages for any
gi ven di agnosi s

or procedure, percentage of patients in each severity of illness category). It
woul d be

obvi ous, therefore, those sicker patients (nore di agnoses and procedures) are
| ess

accurately reflected by the 1450 format. It then stands to reason that
hospi t al s,

which treat sicker patients, are likew se | ess accurately refl ected.

Length of Stay

The I ength of stay data elenent contained in the state's certification file is
only

three characters long. Thus any patients discharged with a length of stay
greater

than 999 days will not be accurately stored within the certification database.
It is

rare that patients stay |longer than 999 days, therefore, it is not anticipated
t hat

this limtation will affect this data.

Adm t Source data for Normal Newborn

VWhen the Admit type is equal to "newborn", the admit source should indicate
whet her

t he baby was a nornmal newborn, premature delivery, sick baby, extramural birth,
or

i nformati on not avail able. The best way to focus on severity of illness
regardi ng an

i nfant would be to check the infant's diagnosis at discharge, not the admtting
source

code. Many hospital information systenms and registration process defaults to
"nor mal

delivery" as the adm ssion source. Therefore, adm ssion source does not always
gi ve an

accurate picture.

I f adm ssion source is used to exam ne length of stay or nortality for normal
neonat es
using the admt source to identify the cases, the data will reflect premature
and sick



babies mxed in with the normal newborn data. PRESBYTERI AN HOSPI TAL OF KAUFNAN
r econmends

use of ICDO coding data to identify neonates. This nethodol ogy will ensure
correct

identification of the clinical status of the newborn adm ssion

Race/ Ethnicity

During the hospital's registration process, the registration clerk does not
routinely

inquire as to a patient's race and/or ethnicity. The race and ethnicity data
el enent s

are subjectively captured. There are no national standards regardi ng patient
race

cat egori zation, and thus each hospital may designate a patient's race
differently.

The state has recently attenpted to standardize a valid set of race codes for
this

project but these are not universally used by all hospitals. Each hospital mnust
i ndependently map their specific codes to the state's race code categori es.
Thi s mappi ng

may not be consistent across hospitals. Thus epidem ol ogy anal ysis of these two
dat a

fields does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanple of data
required

by the state that is not contained within the standard UB92 billing record. In
or der

to neet this requirenment, each payer identification nmust be categorized into the
appropriate

standard and non-standard source of paynment val ue. These val ues m ght not
accurately refl ect

t he hospital payer information

because those payers identified contractually as both "HMO, and PPO' are

cat egori zed as

"Commercial PPO'. Thus any true nmanaged care conpari sons by contract type (HMOD
vs. PPO

may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including charges.
It is

i mportant to note that charges are not equal to actual payments received by the
hospi t al

or hospital cost for performng the service. Typically actual paynments are nuch
| ess than

charges due to managed care-negotiated di scounts and deni al of paynment by

i nsur ance

conpani es. Charges also do not reflect the actual cost to deliver the care that
each

pati ent needs.

Bill Types
Due to data export considerations, all inpatient's are designated as bill type
111.



This includes all skilled nursing adm ssions should be designated as bill type
211 and
221. The result is an overall LOS that is slightly increased

Certification Process

Due to the infancy of the state reporting process and the state's computer
system

devel opnent, the certification process is not as conplete and as thorough as al
parties would like to see in the future. Wthin the constraints of the current
THCI C

process the data is certified to the best of our know edge as accurate.

THCIC ID: 315000 / Mesquite Comunity Hospital
QUARTER: 4
YEAR: 1999

El ect not to certify
February 1, 2001

Ji m Loyd

Texas Health Care |Information Counci
4900 North Lamar Boul evard, Suite 3407
Austin, TX 78751-2399

Re: Hospital Discharge Data Certification Letter
Quarter Ending: Decenber 1999

Dear M., Loyd,

I, Raynond P. De Blasi, Chief Executive Oficer at Mesquite Comunity
Hospital, elect not to certify the returned data due to the reasons stated
bel ow and as stated previously in our prior 1999 quarterly certification
letters.

Errors in coding such as Adm ssion Type, Newborn Adm ssions, Patient Race
and Operating Physician have been identified. W now have nechani sns

for correction being devel oped and in place for all identified errors

on current quarterly subm ssions.

If you have questions, please call nme at (972) 698-2523.

Si ncerely,

Raynmond P. De Bl asi
Chi ef Executive Oficer

THO C ID: 319000 / Del Sol Medical Center
QUARTER 4
YEAR: 1999

Certified with coments



W& have a Anthesiol ogist that is showing up as the Qperating Physcian
W& need to have our Vendor map this differently in the 80 record so he
Shows up as Ot her Physician

THCIC ID: 323000 / Walls Regional Hospita
QUARTER: 4
YEAR: 1999

Certified with Coments:

Dat a Cont ent
Wl | s Regional Hospital collects this data for billing purposes therefore, it is
limted in describing a conplete clinical encounter

Di agnosi s and Procedures

Wl | s Regi onal Hospital patients are coded by di agnoses and procedures for a
particul ar

hospital stay using a universal standard called the International Cassification
of

Di sease, or ICD-9-CM This is nandated by the federal governnent and all
hospital s

nmust conply.

The codes are assigned based on docunmentation in the patient's chart and are
used by

hospitals for billing purposes. The data subnmitted matches the state's reporting
requi renent, which is limted to 9 diagnoses and 6 procedures. In other words,
the state's data file may not fully represent all diagnoses treated by the
hospi t al

or all procedures performed, because of the linmtation on diagnosis and

pr ocedures.

This can alter the true picture of a patient's hospitalization, sonetines
significantly.

Approxi mately 10% of Walls patient popul ati on have nore than ni ne di agnoses
and/ or six

procedur es assi gned.

One limtation of using the 1CD-9-CM systemis that there does not exist a code
for

every possi bl e diagnosis and procedure due to the continued evol ution of
nmedi ci ne.

New codes are added yearly as codi ng manual s are updat ed.

This means also that true total volunmes nay not be represented by the state's
data file,

whi ch therefore nake percentage cal cul ati ons inaccurate (i.e., nortality

per cent ages for

any given di agnosis or procedure, percentage of patients in each severity of
illness category). It would be obvious; therefore, those sicker patients (nore
di agnoses and procedures) are |less accurately reflected by the 1450 format. It
then stands to reason that hospitals, which treat sicker patients, are |ikew se
| ess accurately reflected.

Race/ Ethnicity
During the hospital's registration process, the registration clerk does not
routinely



inquire as to a patient's race and/or ethnicity. The race and ethnicity data
el enent s

are subjectively captured. There are no national standards regardi ng patient
race

cat egori zation, and thus each hospital may designate a patient's race
differently.

The state has recently attenpted to standardize a valid set of race codes for
this

proj ect but

these are not universally used by all hospitals. Therefore, until that occurs
t he

epi dem ol ogy anal ysis of these two data fields does not accurately describe the
true

popul ati on served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanple of data
required

by the state that is not contained within the standard UB92 billing record. In
or der

to neet this requirement, each payer identification nmust be categorized into the
appropriate standard and non-standard source of paynent value. These val ues

m ght

not accurately reflect the hospital payer information, because those payers
identified

contractually as both "HMO and PPO' are categorized as "Comercial PPO'. Thus
any true

managed care conpari sons by contract type (HMO vs. PPO nmay result in inaccurate
anal ysi s.

Due to mapping limtations, Wrkers' Conpensation and Blue Cross clains are
under st at ed
and it is hoped this will be corrected in the future.

Wl | s Regi onal Hospital grants Charity based on approved criteria. However,

t hat deci sion

is made after discharge and is not reflected in the Standard Source of Paynent.
For exanple, Self-pay will often eventually be granted Charity but this report
is

mapped on di scharge data prior to that determ nation hence, Charity on this
report is

not accur ate.

Certification Process

This is a new programto Walls and the state therefore, the certification
process is

not as conplete and as thorough as all parties expect it will be in the future.
Wth

this understanding of the current THCI C process, the data is certified to the
best of

our knowl edge as accurate.

THCIC ID: 331000 / Bayl or University Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments



Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places programm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or estimates that our data volunes for the cal endar year tine period
submtted may include 96%to 100% of all cases for that tine period.

The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted natches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly. Approxinmately

20 % of Baylor's patient popul ation have nore than nine di agnoses and/

or six procedures assigned.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the I1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |ICD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore

make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious, therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450



format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s data.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant woul d

be to check the infant's diagnosis at discharge, not the admitting source
code. Baylor's normal hospital registration process defaults "normal delivery”
as the adm ssion source. Oher options are premature delivery, sick baby,
extramural birth, or information not available. The actual experience

of a newborn is captured el sewhere in the file, nanely, in the |ICD 9-CM

di agnosi s. Adm ssion source does not give an accurate picture.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently map their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

Upon review of the certification data, it was found that 5% of the "Wite"
encounters were incorrectly categorized as "Ot her™

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
nmust be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record mght change over tinme. Upon review
approxi mately 5% of Bayl or encounters originally categorized as "Mdi care"
have been recategorized as "Comercial "

Additionally, those payers identified contractually as both "HMO, and
PPO' are categorized as "Commercial PPO'. Thus any true nmanaged care
conpari sons by contract type (HMOvs. PPO nmay result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each



pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nechani sm

to edit and correct the data. In addition, due to Baylor's volune, it

is not feasible to performencounter |evel audits.

THCI C ID: 332000 / Cook Childrens Medical Center
QUARTER: 4
YEAR: 1999

El ect not to certify

We have elected to not certify the fourth quarter 1999 di scharge encounter
data as returned by the Texas Health Care Information Council for the
foll owi ng reason:

The data structure allowed by THCI C erroneously assigns surgeons to

surgi cal procedures they did not perform The data structure provided

by THCI C all ows for one attendi ng and one operating physician assi gnment.
However, patients frequently undergo multiple surgeries where different
physi cians performmultiple procedures. Assigning all of those procedures
to a single 'operating physician' will frequently attribute surgeries

to the wong physician. THC C chooses to only assign one surgeon to a
pati ent encounter, not to each procedure.

THCIC ID: 335000 / Ascension Health - Brackenridge Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

As the public teaching hospital in Austin and Travis County, Brackenridge
serves patients who are often unable to access primary care. It is nore

likely that these patients will present in the [ater nore conpl ex stage

of their disease. Brackenridge has a perinatal programthat serves a popul ation
that includes nothers with late or no prenatal care. Brackenridge is also

a regional referral center, receiving patient transfers fromhospitals

not able to serve a conplex mx of patients. Treatnment of these very

conpl ex, seriously ill patients increases the hospital's costs of care,

| engths of stay and nortality rates.

As the Regional Trauma Center, Brackenridge serves severely injured patients.
Lengths of stay and nortality rates are nost appropriately conpared to
ot her traunma centers.

Adm ssi on Source - Newborn Data

Brackenri dge Hospital experienced a data collection problem affecting

the admt source field when the admt type is 4 (Newborn). As a result

of this collection problem 844 of the 849 newborn adm ssions to Brackenridge
were reported as normal delivery, and no premature newborns were reported.
The hospital is correcting the data collection problem prospectively,

but corrections will not affect data previously submtted.



Race and ethnicity data are self-reported by patients and are not independently
verified by the hospital

THCIC ID: 335001 / Childrens Hospital of Austin
QUARTER: 4
YEAR: 1999
Certified with coments

Children's Hospital of Austin is the only children's hospital in the Central

Texas Region. Children's serves severely ill and/or injured children
requi ring intensive resources which increases the hospital's costs of
care, lengths of stay and nortality rates. 1In addition, the hospita

i ncludes a Neonatal Intensive Care Unit (NI CU) which serves very seriously
ill infants, which substantially increases costs of care, |lengths of stay
and nortality rates.

Adm ssi on Source - Newborn Data

Children's Hospital of Austin Center experienced a data collection problem
affecting the admt source field when the admt type is 4 (Newborn).

As a result of this collection problem 35 of the 76 newborn adm ssions

to Children's were reported as normal delivery, and no prenmature newborns
were reported. The hospital is correcting the data collection problem
prospectively, but corrections will not affect data previously submtted.

Race and ethnicity data are self-reported by patients and are not independently
verified by the hospital

THCIC ID: 336001 / Denton Regi onal Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

VWhen reviewi ng the data for Denton Regi onal Medical Center, please consider
the foll ow ng:

The data is adm nistrative/clains data, not clinical research data. There
may be inherent limtations to using it to conpare outcomnes.

The cost of care, charges, and the revenue a facility receives is extrenely
conplex. Inferences to conparing costs of care fromone hospital to another
may result in unreliable results.

Al statistics for Denton Regional include Skilled Nursing, Rehabilitation
and Ceriatric Psychiatry, which are long-termcare units, in addition

to acute care services. This will preclude any neani ngful conparisions
bet ween Dent on Regi onal Medical Center and and "acute care services only"
provi der.

Admi ssi on source data is not collected and grouped at Denton Regi ona
in the same manner as displ ayed.

Lengt hs of stay statistics are higher, as a result of patient stays in
our long-termcare units.

Elderly individuals are nore apt to utilize the long-terminpatient services



provi ded by Denton Regional. This is reflected in the patient age breakdown.

Under the Standard Source of Payment, please note that statistics in the
"Commercial" category al so include managed care providers.

The severity groupi ng assignment performed by the state using the APR-DRG
grouper cannot be replicated by facilities unless they purchase this grouper
Dent on Regional is unable to conment on the accuracy of this report.

THCIC ID: 337000 / West Houston Medical Center
QUARTER: 4
YEAR: 1999

Certified with comments
Included in the di scharge encounter data are di scharges fromour Skilled

Nursing unit, Rehabilitation Unit, Geropsychiatric Unit, and nmedi cal Hospice
service which may skew |l ength of stay, deaths, and charge data

THCIC ID: 340000 / Medical City Dallas Hospital
QUARTER: 4
YEAR: 1999

Certified with comments
MCDH treats high risk neonatal, pediatric and transplant patients. SNF

and REHAB patient data included. D agnostic and procedure information
not conprehensi ve.

THCIC ID: 345000 / Doctors Menorial Hospita
QUARTER: 4
YEAR: 1999

Did not participate in certification
This hospital did not participate in the certification process for 4th Quarter

1999. Review of the certification reports and data by THCI C did not identify
any material errors.

THCIC ID: 390000 / Park Plaza Hospita
QUARTER: 4
YEAR: 1999

Certified with comrents
DATA SUBM SSI ON

The data included in the fourth quarter 1999 submission to the State is

consi dered

adm ni strative data collected by Park Plaza Hospital for billing purposes and
not

used to make judgenents about patient care. On a quarterly basis we submt only
i npatient UB92 data to the State. The UB 92 is a standard billing formthat all
hospitals use to submt clains to payors. The information is submtted in a
standard

government format called HCFA 1450 EDI electronic claimformat. The data nust
be



submtted by the 20th day followi ng the close of the quarter. Any accounts in
t he

quarter not billed by the deadline will not be reflected in this data. In
addi ti on,

it is inportant to note that the UB92 claimformonly allows nine diagnoses and
Si x procedure codes to be submitted. 1In addition only three physicians can be

identified; attending physician, and two ot her physicians. Anyone eval uating
this

dat a shoul d understand that our diagnoses/procedure data collection system
al | ows

us to enter twel ve di agnoses codes, ten procedure codes and identify up to ten
physi cians. The additional diagnoses and procedures may have an inmpact on the
severity level and APR/ DRG assigned to the adm ssion. Therefore the physician
data, severity level and APR/ DRG assignments reported for some of these

adm ssi ons

may not be accurate.

THCIC ID: 392000 / Nacogdoches Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

DATA Cont ent
This data is adm nistrative data, which hospitals collect for billing purposes,
and not clinical data, from which you can nmake judgenents about patient care.

The state requires us to submt inpatient clains, by quarter year, gathered from
a

formcalled a UB92, in a standard governnent format called HCFA 1450 ED

el ectronic

claimformat. Then the state specifications require additional data elenents to
be

i ncl uded over and above that. Adding those additional data places progranm ng
bur dens

on the hospital since it is "over and above" the actual hospital billing
process.

Errors can occur due to this additional progranm ng, but the public should not
concl ude

that billing data sent to our payers is inaccurate; this was a unique, untried
use of

this data as far as hospitals are concerned.

Submi ssi on Ti m ng

The hospital estimates that our data volunmes for the cal endar year tine period
subm tted

may include 96%to 100% of all cases for that time period. The state requires
us to

submt a snapshot of billed clains, extracted from our database approxi mately 20
days

followi ng the cl ose of the cal endar year quarter. Any discharged patient
encount ers not

billed by this cut-off date will not be included in the quarterly subm ssion
file sent in.

Di agnosi s and Procedures



The data submitted matches the state's reporting requirenents but nmay be

i nconpl ete due

to alimtation on the nunber of di agnoses and procedures the state allows us to
i ncl ude

for each patient. In other words, the state's data file may not fully represent
al |

di agnoses treated by the hospital or all procedures performed, which can alter
the true

picture of the patient's hospitalization, sonetimes significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of

Di sease,

O ICD-9-CM  This is nandated by the federal government and all hospitals mnust

conply.

The codes are assigned based on docunmentation in the patient's chart and are
used by

hospitals for billing purposes. The hospital can code as many as 25 di agnoses
and 25

procedures for each patient record. One limtation of using the |ICD 9-CM system
is

that there does not exist a code for every possible diagnosis and procedure due
to

the conti nued evol uti on of nedicine; new codes are added yearly as codi ng
manual s

are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but has
[imted the

nunber of di agnoses and procedures to the first nine diagnoses codes and the
first six

procedures codes. As a result, the data sent by us does neet state requirenents
but

cannot reflect all the codes in an individual patient's record which nay have
been

assigned. This neans also that true total volunmes nmay not be represented by the
state's data file, which therefore nake percentage cal cul ati ons inaccurate

(i.e. nortality percentages for any given di agnosis or procedure, percentage of
patients in each severity of illness). It would be obvious, therefore, those

si cker

patients (nore di agnoses and procedures) are |less accurately reflected by the
1450

format. It then stands to reason that hospitals, which treat sicker patients,
are

i kewi se | ess accurately refl ected.

Specialty Services

The data submitted does not have any specific data field to capture unit of
service

or expand in the specialty service (such as rehab) provided to a patient.
Servi ces

used by patients in rehab may be very different fromthose used in other
speci al ties.

The data is limted in its ability to categorize patient type



Length of Stay

The I ength of stay data elenent contained in the state's certification file is
only

three characters long. Thus any patients discharged with a length of stay
greater

than 999 days will not be accurately stored within the certification database.
It

is rare that patients stay as long as or |onger than 999 days, therefore, it is
not

anticipated that this limtation will affect this data. The hospital does
provi de

oncol ogy services. The length of stay for this patient population is generally
| onger

conpared to other acute care patients. This may skew t he data when conbi ned
with other

acute care patient stays.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant would be to
check

the infant's diagnosis at discharge, not the admitting source code. The
hospital's

normal hospital registration process defaults "normal delivery"” as the adm ssion
source. Oher options are premature delivery, sick baby, extranural birth, or

i nformati on not avail able. The actual experience of a newborn is captured

el sewhere

inthe file, nanely, in the ICD 9-CM di agnosis. Adm ssion source does not give
an

accurate picture.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does
routinely

conplete patient's race and/or ethnicity field. The race data elenent is
sonet i mes

subj ectively captured and the ethnicity data elenent is derived fromthe race
desi gnat i on.

There are no national standards regardi ng patient race categorization, and thus
each

hospital may designate a patient's race differently. The state has recently
attenpt ed

to standardi ze a valid set of race codes for this project but these are not

uni versal ly

used by all hospitals. Each hospital must independently map their specific
codes to

the state's race code categories. This mapping may not be consistent across
hospi t al s.

Thus epi dem ol ogy anal ysis of these two data fields does not accurately describe
t he

true popul ati on served by the hospital

Cost / Revenue

The state requires that hospitals submt revenue information including charges.
It

is inmportant to note that charges are not equal to actual paynments received by
t he



hospital cost for performng the service. Typically actual paynments are nuch

| ess

than charges due to negotiated discounts with 3rd party payors. Charges also do
not

reflect the actual costs to deliver the care that each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system

devel opnent, the certification process is not as conplete and thorough at this
time,

as all parties would like to see in the future. During the current
certification

phase, the hospital did not have an efficient mechanismto edit and correct the
dat a.

In addition, it is not feasible to performencounter level audits at this tine.

THCIC ID: 394000 / Medical Center of Lewisville
QUARTER: 4
YEAR: 1999

Certified with coments

1. This data is admnistrative and clains data only. It is not clinica
research data

There may be inherent l[imtations in using this data to conpare clinica
out cones.

2. This data only contains a subset of the di agnoses and procedure codes.
This limts

the ability to access all of the diagnoses and procedures relative to each
patient.

3. The rel ati onshi p between the cost of patient care, charges, and the
paynment that a

facility receives is very conplex. Inferences made in conparing the cost of
pati ent

care, charges, and paynents formone hospital to another may result in
unreliable results.

4. The severity groupi ng assignments perforned by the state using the APR-DRG
gr ouper

cannot be replicated by facilities unless they purchase this grouper. Al so, the
| ack

of know edge regardi ng how this grouper cal culates the severity adjustnents can
greatly

i npact the interpretation of the data.

5. There is great uncertainty about how physician |linkages will be done
across hospitals.

6. Race and ethnicity classification is not done systematically within, or
bet ween,

facilities. Caution should be used when analyzing this data within one facility
and

when conparing one facility to anot her



7. This data includes skilled nursing patients. The average |ength of stay
for a
skilled nursing patient is normally higher than that of an acute care patient.

THO C ID: 396000 / Nix Health Care System
QUARTER 4
YEAR: 1999

Certified with comments

Due to computer software mapping and | ogic problens, incorrect val ues

are docunented in the followi ng three categories: Adm ssion Source, Newborn
Admi ssions, and Patient Race. Solutions are being investigated and inpl enented
in order to provide correct information for future data subm ssion.

THCIC ID: 398000 / CHRI STUS Spohn Menorial Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

Hospital Discharge Data Certification
Comment Attachnent for 398000: CHRI STUS Spohn Hospital Menori al

CHRI STUS Spohn Hospital Menorial is a Level 111 Regional Trauma Center
serving a twel ve county region.

CHRI STUS Spohn Hospital Menorial is a teaching hospital with a Famly
Practice Residency Program based at the hospital.

The di scharge encounter data returned to the Texas Health Care Information
Counci | for cal endar quarter fourth/1999 represents the patient popul ation
of CHRI STUS Spohn Hospital Menorial with an accuracy rate of 98%

THCIC ID: 407000 / Menorial Hernmann Sout hwest Hospital
QUARTER: 4
YEAR: 1999

Certified without comments

97% of newborn adm ssions are represented as normal deliveries versus

t he conbi nati on of normal delivery, premature delivery, sick baby, and
extramural birth. These adm ssion sources will not appear consistently
until June 2000 data. Al newborns are, however, represented accurately
by di agnoses and procedure codes.

THCIC ID: 409000 / John Peter Smth Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

JPS Heal th Network

Comments on THCI C Dat a Subni ssi on
for

Quarter 4 1999



I nt roducti on

John Peter Smith Hospital (JPSH) is operated by the JPS Heal th Network
under the auspices of the Tarrant County Hospital District. The JPS Health
Network is accredited by the Joint Commi ssion on Accreditation of Health
Care Organi zations as an integrated health network. In addition, JPSH

hol ds JCAHO accreditation as a hospital

JPSH was the first Texas Departnment of Health certified Level Il Trauna
Center in Tarrant County and includes the only 24-hour, seven-day a week
psychiatric energency center in the area. The hospital's special services

i nclude intensive care for adults and newborns, a special AIDS treatnent
center, a skilled nursing unit, a full-range of obstetrical and gynecol ogi ca
services, inpatient care for patients of all ages and an inpatient nenta
health treatnent facility.

JPSH is a major teaching hospital offering or providing through co-operative
arrangenents postdoctoral training in famly nedicine, orthopedics, obstetrics
and gynecol ogy, psychiatry, surgery, oral and naxillofacial surgery and

podi atry.

In addition to JPSH, the JPS Health Network operates conmunity-based heal th
centers located in nedically underserved areas of Tarrant County, a home
heal t h agency, school -based health centers, special outpatient prograns

for substance abusing pregnant wonmen and a wi de range of well ness education
programs. A free nmedical information service, InfoNursea, is staffed

24 hours a day, seven days a week by licensed nurses.

Dat a Commrent s

This inpatient data was subnmitted to neet requirenments of the State of
Texas for reporting fourth quarter 1999 inpatient hospital discharge data.
The data used by Texas Health Care Information Council (THCIC) is

admi ni strative

and collected for billing purposes. It is not clinical data and shoul d
be cautiously used to evaluate health care quality. Al so, the use of

only one quarter's data to infer statistical meaning can lead to

m si nterpretation.

Payer Source

The care of many JPS indigent patients is financed fromcounty taxes.

These patients are categorized in the field "non-standard source of paynment™
as charity.

Physi cian Master File
A patient may have several attendi ng physicians throughout his/her course
of stay due to the rotation of physicians to acconmodate teaching
responsi bilities.

This rotation may result in an under-representation of true attending
physi ci ans.

Syst em Mappi ngs

Wthin our current mainfrane information system we are unable to map

certain discharge dispositions. These include patient discharges to non-skilled
nur si ng hones, honme health with I.V., and hospice care.



Di agnoses and Procedures

The data submitted nmatches the State's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnosis and procedure
codes the State allows for each patient. Some patients may have greater

t han ni ne di agnoses or nore than six procedures perfornmed. This limtation
can affect any conpari sons.

Length of Stay
Some of our patients require increased |length of stay. Reasons for increased
| ength of stay are:

JPSH is a major trauma center, many patients have suffered multiple
system trauna.

JPSH operates a SNF (skilled nursing facility) unit.

JPSH operates an inpatient psychiatric unit in which many patients are
court-commtted and I ength of stay is determi ned by the | egal system

Many of our patients have Iimted financial resources. This, in turn,
often limts their discharge options.

ANA (Agai nst Medi cal Advi ce)

Under nost circunstances, patients have the right to discontinue treatnent,
i ncludi ng hospitalization, when he/she chooses. Sonetines, even after

t he physician has expl ai ned the benefits of the proposed treatnment, a
patient may still decide to | eave the hospital. Research is currently
bei ng conducted to better understand the denographics of those patients
who decide to | eave before being officially dism ssed.

Summary

Al known errors were corrected or accounted for to the best of our ability,
consistent with the [imted tine span allotted to all hospitals for the
process. As we progress through the process of quarterly State filing

and certification, JPSH is addressing the operational and mapping issues

to i mprove the accuracy of the data reported to THCIC. JPSH w |l continue
in its endeavor of continual quality inprovenent.

W are certifying the State data file, with coments.

Physi ci an Comment s
Prior to subm ssion of this data physicians and ot her nedical staff providers
were given a reasonable opportunity to review the discharge files for
which they were listed as the attending or treating physician. The aggregate
comments of the physicians follow

Charts under this report relate to the fourth cal endar quarter of 1999.

Due to the extended tinme el apsing between the delivery of care and the

subm ssion of this report it is difficult to recall if all patients are
correctly listed under the appropriate treating or attendi ng physician

JPSH cares for an indigent population, which often has limted resources
to transfer care to hone care agencies, skilled nursing units or nursing
hones. This may produce an increase in the reported |l ength of stay while
out pati ent resources are devel oped to which care can be transferred.

JPSH functions as a regional receiving facility for trauma. The adm ssion
of patients with conplicated multi-systeminjuries increases hospita
costs and hospitalization needs beyond that which may be seen with facilities
that do not function as regional trauma referral sites.

JPSH is a teaching facility. As such, the attendi ng physicians rotate
anong the established services. This rotation may result in some inpatients
not having a single attending staff for the duration of the hospital episode.



Sonme physicians noted that they believed they had nore adm ssions during
the reporting period than that listed on the report. O her physicians
in the same practice group may have been |listed as the attendi ng physician
for nore patients than they actually attended.

Some physi ci ans noted being incorrectly identified as the attending
physi ci an on sone cases.

THCIC ID: 417000 / United Regional Health Care System- 8th Street
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is inconplete in that approximately 7% of our patient records

are not included. Many of the m ssing records have a Source of Paynent

mar ked Sel f-Pay or Special Handling (Charity, Indigent, etc). Since records
in the state data file are captured during the billing process and records
mar ked Sel f-Pay or Special Handling do not go through the billing process
they were not included in the file. There are sone records which were

not included because they had not been billed (and therefore had not gone
through the billing process) prior to the cut-off date for data subm ssion
to the state.

Sour ce of Paynent

The Source of Paynent was broken down into the Standard Source of Paynent.
The Non- St andard Source of Paynent, which includes a breakdown by Managed
Care, PPO, and HMO i nformati on, was not captured.

Newbor n Admi ssi ons

The state pulls newborn adm ssion statistics fromthe adm ssion source

code rather the final diagnosis code. The final diagnosis code provides

a nore appropriate reflection of the newborn's condition as the adm ssion
source is entered at registration when the status of the newborn is unknown.

Di agnosi s/ Procedur e Codes

Patient records may be inconplete in that the nunber of diagnosis and
procedure codes we can include in the state file is limted. A patient
may have many nore codes within the hospital database which, in turn
reflects a nore precise picture of the patient's condition

Certification Process

The state reporting process as well as the conputer system devel opnent

for state reporting by hospitals is in its infancy. Therefore, the state
reporting data is not as conplete and thorough as it will be in the future.
Concl usi ons regardi ng patient care or hospital practices should not be
drawn fromthe data contained in this file

THCIC ID: 422000 / Arlington Menorial Hospita
QUARTER: 4
YEAR: 1999

Certified with coments
Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing
pur poses. Adm nistrative data may not accurately represent the clinica



details of an encounter.

The state requires hospitals to subnmit inpatient clains, by quarter year
gathered froma formcalled a UB92, in a standard governnent format called
HCFA 1450 EDI electronic claimformat. The state specifications require
additional data elenments to be included over and above that. Adding those
additional data itens places programm ng and ot her operational burdens

on the hospital since it is "over and above" the data required in the

actual hospital billing process. Errors can occur because of this process,
but the public should not conclude that billing data sent to our payers

i s inaccurate. These errors have been corrected to the best of the hospital's
know edge.

If a nedical record is unavailable for coding, the encounter is not billed
and is not included in the data subm ssion. This represents a rare event
that is less than 1% of the encounter vol une.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent.

One limtation of using the 1CD-9-CM systemis that there does not exi st
a code for every possible diagnosis and procedure due to the conti nued
evol ution of medicine; new codes are added yearly as coding nmanual s are
updat ed.

The hospital conplies with the guidelines for assigning these diagnosis
codes. However, this is often driven by physician's subjective criteria

for defining a diagnosis. For exanple, while one physician may di agnose

a patient with anem a when the patient's bl ood henogl obin level falls

bel ow 9.5, anot her physician may not di agnose the patient with anem a

until their blood henoglobin Ievel is below 9.0. 1In both situations,

a diagnosis of anema is correctly assigned, but the criteria used by

the physician to deternmi ne that diagnosis was different. An "apples to

appl es" compari son cannot be made, naking it difficult to obtain an accurate
conpari son of hospital or physician performance.

The codes al so do not distingui sh between conditions present at the tine

of the patient's adm ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is assigned,
it is not always possible to deternmne if the patient had an infection

prior to adm ssion, or devel oped an infection during their hospitalization
This makes it difficult to obtain accurate information regarding things

such as conplication rates.

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows hospitals to include for each patient. |In other words,
the state's data file may not fully represent all diagnoses treated by

the hospital or all procedures perforned, which can alter the true picture
of a patient's hospitalization, sonetines significantly.

The hospital can code an unlimted nunber of diagnoses and procedures

for each patient record. But, the state has limted the nunber of di agnoses
and procedures to the first nine diagnoses codes and the first six procedure
codes. As a result, the data sent by the hospital do neet state requirenents



but cannot reflect all the codes an individual patient's record may have

been assigned. This also neans that true total volunes may not be represented
inthe state's data file, therefore naking percentage cal cul ati ons inaccurate
(i.e. nortality percentages for any given di agnosis or procedure, percentage
of patients in each severity of illness category

Race/ Ethnicity

During the hospital's registration process, the registration clerk does
not routinely inquire as to a patient's ethnicity. 1In fact, there is
not a field for ethnicity in the hospital's conputer system Therefore,
all patients are being reported in the "Qher" ethnicity category.

Race is an el enent the hospital does attenpt to collect at adm ssion
However, many patients refuse to answer this question and therefore,
the registration clerks are forced to use their best judgnment or answer
unknown to this question

Any assunptions based on race or ethnicity will be inaccurate.

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of

data required by the state that is not contained within the standard UB92
billing record. In order to nmeet this requirenent, each payer identification
nmust be categorized into the appropriate standard and non-standard source

of paynment val ue. These val ues m ght not accurately reflect the hospita

payer information, because those payers identified correctly in the hospital's
conput er systemas both "HMO, and PPO' are categorized as "Comercial PPO" in
the state

file. Thus any true managed care conparisons by contract type (HVO vs. PPO) may
result

i n inaccurate analysis.

Revenue

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
paynments received. Typically actual paynents are nuch | ess than charges
due to bad debts, charity adjustnments, managed care-negotiated di scounts,
deni al of payment by insurance conpani es and governnent prograns which
pay | ess than billed charges.

Charity Care

THCI C assunes charity patients are identified in advance and reports charges
in a charity financial class as the amount of charity care provided in

a given period. In actuality, charity patients are usually not identified
until after care has been provided and in the hospital's conputer system
charity care is recorded as an adjustnment to the patient account, not

in a separate financial class. Therefore, the THC C dat abase shows no
charity care provided by the hospital for the quarter when in fact the

hospi tal provided over $4,482,203 in charity care during this time period.

THCIC ID: 426000 / El Canmpo Menorial Hospita
QUARTER: 4
YEAR. 1999
Certified with conments

For the fourth quarter of 1999 there were 189 clains submtted. O these



189 no clainms were denied with error codes. Only two clainms were included
on this report due to info code 992. This conputes to

a 0%error rate which requires no corrections. Wth this in mnd we are
certifying our fourth quarter of 1999 data with the above coments.

THCIC ID: 429000 / CHRI STUS Spohn Hospital Beeville
QUARTER: 4
YEAR: 1999

Certified with coments

Wthin a 99.5% confi dence | evel.

THCIC ID: 431000 / Presbyterian Hospital of Dallas
QUARTER: 4
YEAR: 1999

Certified with Comments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing purposes.
Admi ni strative data may not accurately represent the clinical details of an
encounter.

The state requires us to submt inpatient clains, by quarter year, gathered from
a

formcalled an UB92, in a standard government format called HCFA 1450 EDI

el ectronic

claimformat. Then the state specifications require additional data elenents to
be

i ncl uded over and above that. Adding those additional data places progranm ng
bur dens

on the hospital since it is "over and above" the actual hospital billing
process.

Errors can occur due to this additional progranm ng, but the public should not
concl ude

that billing data sent to our payers is inaccurate. These errors have been
corrected to

t he best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed and is
not

i ncluded in the data subm ssion. This represents a rare event that is less than
1% of

t he encounter vol une.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of

Di sease, or ICD-9-CM This is nmandated by the federal governnment. The hospital
conplies with the guidelines for assigning these di agnosis codes, however, this
is

often driven by physician's subjective criteria for defining a diagnosis. For
exanpl e,

whi | e one physician may di agnose a patient with anem a when the patient's bl ood
henogl obin | evel falls below 9.5, another physician may not di agnose the patient



with anem a until their blood henoglobin level is below 9.0. 1In both
situations,

a diagnosis of anema is correctly assigned, but the criteria used by the
physi ci an

to determ ne that diagnosis was different. An "apples to apples” conparison
cannot

be made which makes it difficult to obtain an accurate conparison of hospital or
physi ci an performance.

The codes al so do not distinguish between conditions present at the tinme of the
patient's adm ssion to the hospital and those occurring during hospitalization
For exanple, if a code indicating an infection is made, it is not always
possi bl e

to determine if the patient had an infection prior to adnmi ssion, or devel oped an
infection during their hospitalization. This makes it difficult to obtain
accurate

i nformati on regarding things such as conplication rates.

The data submitted matches the state's reporting requirenents but nmay be

i nconpl ete due

to alimtation on the nunber of diagnoses and procedures the state allows us to
i ncl ude

for each patient. In other words, the state's data file may not fully represent
al |

di agnoses treated by the hospital or all procedures performed, which can alter

t he

true picture of a patient's hospitalization, sonetinmes significantly.

Approxi matel y

11% of PRESBYTERI AN HOSPI TAL OF DALLAS s patient popul ati on have nore than nine
di agnoses.

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospi t al

using a universal standard called the International C assification of Disease,

or

ICD-9-CM This is mandated by the federal governnent and all hospitals mnust

conply.

The codes are assigned based on docunmentation in the patient's chart and are
used by

hospitals for billing purposes. The hospital can code up to 99 di agnoses and 99
procedures for each patient record. One limtation of using the |ICD 9-CM system
is

that there does not exist a code for every possible diagnosis and procedure due
to

the conti nued evol uti on of nedicine; new codes are added yearly as codi ng
manual s

are updat ed.

The state is requiring us to submt |ICD 9-CM data on each patient but has
limted

t he nunber of diagnoses and procedures to the first nine diagnoses codes and the
first

Six procedure codes. As a result, the data sent by us do neet state

requi renents but

cannot reflect all the codes an individual patient's record may have been

assi gned.



This means also that true total volunmes nay not be represented by the state's
dat a

file, which therefore nmake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given diagnosis or procedure, percentage of patients in each
severity of illness category). It would be obvious, therefore, those sicker
patients

(nore di agnoses and procedures) are |less accurately reflected by the 1450
format.

It then stands to reason that hospitals, which treat sicker patients, are

i kew se

| ess accurately reflected.

Length of Stay

The I ength of stay data elenent contained in the state's certification file is
only three characters long. Thus any patients discharged with a I ength of stay
greater than 999 days will not be accurately stored within the certification
dat abase.

It is rare that patients stay |onger than 999 days, therefore, it is not
antici pat ed

that this [imtation will affect this data.

Adm t Source data for Normal Newborn

VWhen the Admit type is equal to "newborn", the admit source should indicate

whet her

t he baby was a nornmal newborn, premature delivery, sick baby, extramural birth,
or

i nformati on not avail able. The best way to focus on severity of illness
regardi ng

an infant would be to check the infant's diagnosis at di scharge, not the
admtting

source code. Many hospital information systens and registration process defaults
to "normal delivery" as the adnission source. Therefore, adm ssion source does
not

al ways give an accurate picture.

I f adm ssion source is used to exami ne length of stay or nortality for normal
neonates using the admt source to identify the cases, the data will reflect
premat ure

and sick babies mxed in with the normal newborn data. PRESBYTERI AN HOSPI TAL COF
DALLAS

recommends use of 1CD9 coding data to identify neonates. This nethodol ogy will
ensure

correct identification of the clinical status of the newborn adm ssion

Race/ Ethnicity

During the hospital's registration process, the registration clerk does not
routinely

inquire as to a patient's race and/or ethnicity. The race and ethnicity data
el enent s

are subjectively captured. There are no national standards regardi ng patient
race

cat egori zation, and thus each hospital may designate a patient's race
differently.

The state has recently attenpted to standardize a valid set of race codes for
this

project but these are not universally used by all hospitals. Each hospital mnust



i ndependently map their specific codes to the state's race code categori es.
Thi s

mappi ng may not be consistent across hospitals. Thus epidem ol ogy anal ysis of
t hese

two data fields does not accurately describe the true popul ation served by the
hospi t al

St andar d/ Non- St andard Source of Paynent

The standard and non-standard source of paynent codes are an exanple of data
required

by the state that is not contained within the standard UB92 billing record. In
or der

to neet this requirement, each payer identification nmust be categorized into the
appropriate standard and non-standard source of paynent val ue. These val ues

m ght

not accurately reflect the hospital payer information, because those payers
identified contractually as both "HMO, and PPO' are categorized as "Conmer ci al
PPO'".

Thus any true nmanaged care conpari sons by contract type (HMO vs. PPO may result
in

i naccur at e anal ysi s.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including charges.
It

is inmportant to note that charges are not equal to actual paynments received by
t he

hospital or hospital cost for perform ng the service. Typically actual paynents
are

much | ess than charges due to managed care-negotiated di scounts and deni al of
paynment

by i nsurance conpani es. Charges al so do not reflect the actual cost to deliver
t he

care that each patient needs.

Bill Types

Due to data export considerations, all inpatient's are designated as bill type
111.

This includes all skilled nursing adm ssions should be designated as bill type
211

and 221. The result is an overall LOS that is slightly increased

Certification Process

Due to the infancy of the state reporting process and the state's computer
system

devel opnent, the certification process is not as conplete and as thorough as al
parties would like to see in the future. Wthin the constraints of the current
THCI C

process the data is certified to the best of our know edge as accurate.

Physi ci an Comments to the data set:

Under the present systemthe length of stay, norbidity, and/or nortality may be
incorrectly attributed to provider "A" when in fact the length of stay,
nor bi dity,

and/or nortality are related to procedure "B" or unrelated to any procedure.
Bassett B. Kilgore, MD.



Mortality and length of stay may be attributed to a diagnostic procedure
physi ci an

when grouping the data by primary procedure physician, when in fact the mgjor
reason

for the admi ssion was unrelated, or a mnor event in the adm ssion. In this case
scenari o the procedure was di agnostic and not therapeutic.

Pat Ful gham M D

Comments from Magel | a Heal t hcare Corporation-a Neonatol ogy Goup Practice
Magel | a wi shes to express their concern regardi ng data coll ecti on et hodol ogy
bei ng enployed to fulfill the Texas State Mandate of 1997 for creation of a
heal th care data warehouse. As Megella understands it, this process is being
undertaken to gain useful information regarding health resource utilization and
pati ent outconmes. Megella is a large group practice specializing in neonatol ogy
and perinatol ogy services. The practice of neonatology is very much a team
endeavor

and we believe that the current data collection and collation nethodol ogy will
not

accurately reflect the true performance of the individual neonatol ogi st of of

t he team of neonatol ogy health care providers.

For neonatol ogists that work in group practices, the way this data is assigned
to

speci fic physicians for attending and admitting physicians may not accurately
refl ect the physician that was responsible for the magjority of the patient's
care.

I n neonatol ogy, patients tend to be shared by the group of neonatol ogists, often
on some kind of rotational basis. The admitting doctor may never care for a

pati ent

after adm ssion, several doctors mght provide weekend or night-time support, or
a

smal | subset of doctors m ght provide nobst of the day-tine care while a

di fferent

subset of doctors do the night-time piece. Additionally, the term "Operating
Physician" is an inappropriate designation for a neonatol ogi st (though
neonat ol ogi st

do perform m nor procedures). This is of particular concern should the
"Qperating

Physici an" reports be conpared to the nore traditional "Attending Physician"
reports. The conparison has very little if any val ue.

lan M Ratner, MD. Chairman of the MAGELLA Heal t hcare Corporation

My concern is that a conmon procedure may be performed for different

i ndi cations.

The nortality for an ethnoidectony is very | ow when perforned for chronic
sinustitis,

however, when perforned for nucornycosis it is very high. This is not related to
surgi cal technique/care but the underlying disease nortality rate which is very
hi gh for rmucornycosis. If the database does not reflect underlying pathol ogy
accurately

then data will be worthless.

John R G lnore, MD

THCIC ID: 438000 / East Texas Medical Center Pittsburg
QUARTER: 4
YEAR: 1999



Certify with Conments

The data for those Medicare patients that had a Skill Nursing hospital stay in
the hospital's "Swing Bed" imediately after the Acute care hospital stay, is
conbined with the Acute Care hospital stay data. Therefore, the total |ength of
the hospital stay will be longer than those Medicare patients who did not have a
Skill Nursing hospital stay in a "Sw ng Bed"

THCIC ID: 444000 / CHRISTUS St El i zabeth Hospital
QUARTER 4
YEAR: 1999

Certified with coments

Currently validating attendi ng 1st operating surgeon with hospital process
for assignment

Admi ssi on screenfl ow for newborn adm ssions has been updated to include
field for adm ssion source. Not reflective on current data.

Charity assignnents are incorrect -- revising process.

THCIC ID: 445000 / Shannon Medical Center St Johns Canpus
QUARTER: 4
YEAR: 1999

Certified with coments

Physi ci an nanmes are incorrect in sonme instances but they do have the correct
Texas |icense nunber.

THCIC ID: 446000 / Presbyterian Hospital of Wnnsboro
QUARTER: 4
YEAR: 1999

Certified with Comments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing purposes.
Admi ni strative data may not accurately represent the clinical details of an
encounter.

The state requires us to submt inpatient clains, by quarter year, gathered from
a

formcalled an UB92, in a standard government format called HCFA 1450 EDI

el ectronic

claimformat. Then the state specifications require additional data elenents to
be

i ncl uded over and above that. Adding those additional data places progranm ng
bur dens

on the hospital since it is "over and above" the actual hospital billing
process.

Errors can occur due to this additional progranm ng, but the public should not
conclude that billing data sent to our payers is inaccurate. These errors have
been

corrected to the best of our know edge.



If a nedical record is unavailable for coding the encounter is not billed and is
not

i ncluded in the data submi ssion. This represents a rare event that is less than
1%

of the encounter vol une.

Pati ent Popul ati on Characteristics

Presbyterian Hospital of Wnnsboro's patient population is an ol der patient
popul ati on

with a | arge percentage of Medicare patients. This will inpact the acuity of our
pati ent popul ation and our nortality rates. As noted earlier, admnistrative
dat a

does not always accurately represent all clinical characteristics and may be
defi ci ent

in representing the true acuity |level of our patients.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of

Di sease, or ICD-9-CM This is nmandated by the federal governnment. The hospital
conplies with the guidelines for assigning these di agnosis codes, however, this
is often driven by physician's subjective criteria for defining a diagnosis.

For exanpl e, while one physician may di agnose a patient with anem a when the
patient's bl ood henoglobin |level falls below 9.5, another physician may not

di agnose the patient with anem a until their bl ood henogl obin | evel is bel ow
9.0.

In both situations, a diagnosis of anema is correctly assigned, but the
criteria

used by the physician to determ ne that diagnosis was different. An "apples to
appl es" conpari son cannot be nmade which makes it difficult to obtain an accurate
conpari son of hospital or physician performance.

The codes al so do not distinguish between conditions present at the tinme of the
patient's adm ssion to the hospital and those occurring during hospitalization
For exanple, if a code indicating an infection is made, it is not always
possi bl e

to determine if the patient had an infection prior to adnmi ssion, or devel oped an
infection during their hospitalization. This nmakes it difficult to obtain
accurate information regardi ng things such as conplication rates.

The data submitted matches the state's reporting requirenents but nmay be

i nconpl ete

due to a limtation on the nunber of diagnoses and procedures the state all ows
us

to include for each patient. 1In other words, the state's data file may not
fully

represent all diagnoses treated by the hospital or all procedures perforned,
whi ch

can alter the true picture of a patient's hospitalization, sonetines
significantly.

Approxi mately 5% of PRESBYTERI AN HOSPI TAL OF W NNSBORO s pati ent popul ati on have
nore than ni ne di agnoses assi gned.

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of

Di sease, or ICD-9-CM This is nandated by the federal governnent and all
hospital s nust conply.



The codes are assigned based on docunmentation in the patient's chart and are
used

by hospitals for billing purposes. The hospital can code up to 99 di agnoses and
99 procedures for each patient record. One linmtation of using the |ICD 9-CM
system

is that there does not exist a code for every possible diagnosis and procedure
due

to the continued evol ution of nedicine; new codes are added yearly as codi ng
manual s are updat ed.

The state is requiring us to submt |ICD 9-CM data on each patient but has
limted

t he nunber of diagnoses and procedures to the first nine diagnoses codes and the
first six procedure codes. As a result, the data sent by us do neet state

requi renents but cannot reflect all the codes an individual patient's record may
have been assigned. This neans also that true total volunes may not be

repr esent ed

by the state's data file, which therefore make percentage cal cul ations

i naccurate

(i.e. nortality percentages for any given di agnosis or procedure, percentage of
patients in each severity of illness category). It would be obvious, therefore,

t hose sicker patients (nore di agnoses and procedures) are | ess accurately
reflected

by the 1450 format. It then stands to reason that hospitals, which treat sicker
patients, are likew se | ess accurately refl ected.

Length of Stay

The I ength of stay data elenent contained in the state's certification file is
only three characters long. Thus any patients discharged with a | ength of stay
greater than 999 days will not be accurately stored within the certification
dat abase. It is rare that patients stay |onger than 999 days, therefore, it is
not anticipated that this [imtation will affect this data.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does not
routinely inquire as to a patient's race and/or ethnicity. The race and
ethnicity

data el ements are subjectively captured. There are no national standards
regardi ng

pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardi ze a valid set
of race codes for this project but these are not universally used by al
hospi t al s.

Each hospital nust independently map their specific codes to the state's race
code

categories. This mapping may not be consistent across hospitals. Thus

epi dem ol ogy

anal ysis of these two data fields does not accurately describe the true
popul ati on

served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanple of data
required

by the state that is not contained within the standard UB92 billing record. In
or der



to neet this requirenment, each payer identification nmust be categorized into the
appropriate standard and non-standard source of paynent val ue. These val ues

m ght

not accurately reflect the hospital payer information

because those payers identified contractually as both "HMO, and PPO' are

cat egori zed

as "Comercial PPO'. Thus any true managed care conpari sons by contract type
(HMO vs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including charges.
It is inmportant to note that charges are not equal to actual paynents received
by the hospital or hospital cost for performng the service. Typically actua
paynments are much | ess than charges due to managed care-negotiated di scounts and
deni al of payment by insurance conpani es. Charges also do not reflect the actua
cost to deliver the care that each patient needs.

Bill Types

Due to data export considerations, all inpatient's are designated as bill type
111.

This includes all skilled nursing adm ssions should be designated as bill type
211

and 221. The result is an overall LOS that is slightly increased

Certification Process

Due to the infancy of the state reporting process and the state's computer
system

devel opnent, the certification process is not as conplete and as thorough as al
parties would like to see in the future. Wthin the constraints of the current
THCI C process the data is certified to the best of our know edge as accurate.

THCIC ID: 448000 / St Paul Medical Center
QUARTER 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data which hospitals collect for billing purposes.
Admi ni strative data may not accurately represent the clinical details

of an encounter.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled a UB92, in a standard government format called HCFA
1450 EDI electronic claimformat. In addition, the state specifications
requi re additional data elenents to be included over and above that.

Addi ng these additional elements places programm ng burdens on the hospita

since it is "over and above" the actual billing process. FErrors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate. These errors have

been corrected to the best of our know edge.

Submi ssi on Ti m ng

The state requires us to submt a snapshot of billed clainms extracted

from our database approxi mately 40 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in. This



represents approxi mately 1% of the encounter vol une.

Specialty Services

The 1450 data does not have a specific data field to capture unit of service
or to expand on the specialty services provided to a patient. St. Paul's
hospital characteristics are provided by using codes frombill type and
acconmodati on revenue codes in an attenpt to distinguish, at the patient

| evel , use of specialty services. Services used by and outcones expected

of patients in our hospice, NICU rehab, transplant, psychiatric and skilled
nursing facility beds are very different and the adm ni strative data has

i nherent limtations.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to the limted nunber of diagnosis and procedure codes

the state allows us to include for each patient. In other words, the state's
data file may not fully represent all diagnoses treated by the hospita

or all procedures performed, which can alter the true picture of a patient's
hospitalization, sonmetines significantly. Approximately 14%of St. Paul's
pati ent popul ati on have nore than ei ght diagnoses and/or six procedures

assi gned.

The state requires us to submt ICD-9-CM data on each patient but has
[imted the nunber of diagnosis and procedures to the first eight diagnosis
codes and the first six procedure codes. This neans also that true tota

vol umes may not be represented by the state's data file which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnoses or procedure, percentage of patients in each severity
of illness category). It would be obvious, therefore, that the sicker
patients are | ess accurately reflected by the 1450 format. It then stands
to reason that hospitals, which treat sicker patients, are |ikew se |ess
accurately refl ected.

Pati ent di agnosis and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa
Cl assification
of Disease, or ICD-9-CM The federal government mandates this and al
hospital s nust conply. The codes are assigned based on docunmentation in
the patient's nedical record and are used by hospitals for billing purposes.
St. Paul conplies with the guidelines for assigning these diagnosis codes;
however, this is often driven by a physician's subjective criteria for
defining a diagnosis. For exanple, while one physician may di agnose a
patient with anem a when the patient's henoglobin |level falls bel ow 9.5,
anot her physician may not di agnose the patient with anema until their
henogl obin level is below 9.0. 1In both situations, a diagnosis of anem a
is correctly assigned, but the criteria used by the physician to deternine
that diagnosis was different. An "apples to apples"” conpari son cannot
be made which makes it difficult to obtain an accurate conparison of hospita
or physici an performance.
The codes al so do not distingui sh between conditions present at the tine
of the patient's adm ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is made,
it is not always possible to determne if the patient had an infection
prior to adm ssion or devel oped an infection during their hospitalization
This makes it difficult to obtain accurate information regarding things
such as conplication rates.



Race/ Ethnicity

The race and ethnicity data el ements are subjectively captured and the
ethnicity element is derived fromthe race designation. Thus epi dem ol ogy
anal ysis of these two data fields does not accurately describe the true
popul ati on served by this hospital

There are no national standards regardi ng patient race categorization

t hus each hospital nay designate a patient's race differently. The state
has recently attenpted to standardize a valid set of race codes for this
project but these are not universally used by all hospitals. Each hospita
nmust i ndependently map their specific codes to the state's race code categories
and this mappi ng may not be consistent across hospitals.

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard sources of paynment codes are an exanple

of data required by the state that is not contained within the standard
UB92 billing record. Each hospital nust independently map their specific
codes to the state's payer information categories (there are no standards
for this process) thus the mapping may be inconsistent across hospitals.

Al so, these values mght not accurately reflect the hospital payer information
because those payers identified contractually as both "HMO and "PPO' are
categorized as "Comercial PPO'. Thus any true nanaged care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future.

St. Paul Medical Center has policies and procedures in place to validate

and assure the accuracy of the discharge encounter data subnmitted. W

have provi ded physicians a reasonable opportunity to review the discharge
data of patients for which they were the attending or treating physician

To the best of our knowl edge the data submitted is accurate and conplete.

THCIC ID: 449000 / RHD Menorial Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

DATA Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled a UB92, in a standard government format called HCFA

1450 EDI el ectronic claimformat. Then the state specifications require
additional data elenents to be included over and above that. Addi ng

t hose additi onal data places progranm ng burdens on the hospital since

it is "over and above" the actual hospital billing process. Errors can
occur due to this additional progranm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng
The hospital estimates that our data volunmes for the cal endar year tine
period submtted may include 96%to 100% of all cases for that tine period.



The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of the patient's hospitalization, sonetimes significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Di sease, or |1CD 9-CM This is mandated by the federal government

and all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One
l[imtation of using the 1CD-9-CM systemis that there does not exist a

code for every possible diagnosis and procedure due to the continued evol ution
of medi ci ne; new codes are added yearly as codi ng manual s are updated.

The state is requiring us to submt |1CD 9-CM data on each patient but
has limted the nunber of diagnoses and procedures to the first nine diagnoses

codes and the first six procedures codes. As a result, the data sent
by us do neet state requirenments but cannot reflect all the codes in an
i ndi vidual patient's record may have been assi gned. Thi s nmeans al so

that true total volumes may not be represented by the state's data file,
whi ch therefore nake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given diagnosis or procedure, percentage of patients

in each severity of illness category). It would be obvious, therefore,
t hose sicker patients (nore di agnoses and procedures) are | ess accurately
reflected by the 1450 format. It then stands to reason that hospitals,

which treat sicker patients, are likewi se | ess accurately refl ected.

Specialty Services

The data submtted does not have any specific data field to capture unit
of service or expand in the specialty service (such as rehab) provided

to a patient. Services used by patients in rehab may be very different
fromthose used in other specialties. The data is Iimted in its ability
to categorize patient type.

Length of Stay
The I ength of stay data el enent contained in the state's certification

file is only three characters |ong. Thus any patients discharged with

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay as |long as

or longer than 999 days, therefore, it is not anticipated that this limtation
will affect this data. The hospital does have an inpatient rehabilitation
unit whose patients stay an average of 12 days. This may skew t he data

when conbi ned with other acute care patient stays.

Nor mal Newbor ns



The best way to focus on severity of illness regarding an infant would

be to check the infant's diagnosis at discharge, not the admitting source
code. The hospital's normal hospital registration process defaults "nornal
delivery" as the adm ssion source. O her options are premature delivery,
sick baby, extranural birth, or information not avail able. The actua

experi ence of a newborn is captured el sewhere in the file, nanely, in

t he 1 CD- 9- CM di agnosi s. Admi ssi on source does not give an accurate picture.

Race/ Ethnicity
During the hospital's registration process, the registration clerk does

routinely conplete patient's race and/or ethnicity field. The race data
el ement is sometines subjectively captured and the ethnicity data el enent
is derived fromthe race designation. There are no national standards

regardi ng patient race categorization, and thus each hospital nay designate

a patient's race differently. The state has recently attenpted to standardize
a valid set of race codes for this project but these are not universally

used by all hospitals. Each hospital must independently map their specific
codes to the state's race code categories. Thi s mappi ng may not be consi stent
across hospitals. Thus epi dem ol ogy anal ysis of these two data fields

does not accurately describe the true popul ation served by the hospital

Cost / Revenue

The state requires that hospitals submt revenue information including
char ges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
servi ce. Typically actual paynments are much | ess than charges due to
negoti ated di scounts with 3rd party payors. Charges al so do not reflect
the actual costs to deliver the care that each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. Duri ng

the current certification phase, the hospital did not have an efficient
nmechanismto edit and correct the data. |In addition, it is not feasible

to performencounter level audits at this tinme.

THO C ID: 453000
QUARTER 4
YEAR: 1999

Certified with comrents

DeTar Hospital has a Skilled Nursing Unit which has been in operation
si nce 1988.

DeTar Hospital also maintains a Rehabilitation Unit which has been in
operation since 1991

DeTar Hospital had a Geriatric-Psychiatry Unit in operation, but was closed
ef fecti ve Septenber 20, 1999.

THCIC ID: 459000 / Ben Taub CGeneral Hospita
QUARTER: 4
YEAR: 1999

Certified with coments



The physicians or other health care providers involved in the treatnent

of the patients have not reviewed the attached data. The District understands
that the physician data will not be released to the public for the 4th

quarter of 1999.

THCIC I D: 465000 / Covenant Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a does not accurately reflect the hospital's newborn popul ation
Total Births = 466

Live = 354

Premature = 112

Dat a does not accurately reflect the nunber of charity cases for the tinme
peri od.

This is due to internal processing for determnation of the source of
paymnent .

4% of total discharges were charity for 4 Quarter 1999.

THCIC ID: 469000 / Harris Methodi st Northwest
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing
pur poses. Admi nistrative data may not accurately represent the clinica
details of an encounter.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate. These errors have

been corrected to the best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed
and is not included in the data subm ssion. This represents a rare event
that is less than 1% of the encounter vol une.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent.

The hospital conplies with the guidelines for assigning these diagnosis
codes, however, this is often driven by physician's subjective criteria
for defining a diagnosis. For exanple, while one physician may di agnose
a patient with anem a when the patient's bl ood henogl obin level falls



bel ow 9.5, anot her physician may not di agnose the patient with anem a
until their blood henoglobin Ievel is below 9.0. 1In both situations,

a diagnosis of anema is correctly assigned, but the criteria used by
the physician to determ ne that diagnosis was different. An "apples to
appl es" conpari son cannot be nmade which makes it difficult to obtain an
accurate conparison of hospital or physician perfornmance.

The codes al so do not distingui sh between conditions present at the tine
of the patient's admi ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is made,
it is not always possible to deternmne if the patient had an infection
prior to adm ssion, or devel oped an infection during their hospitalization
This makes it difficult to obtain accurate information regarding things
such as conplication rates.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious, therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race
and ethnicity data el enents are subjectively captured. There are no nationa
standards regardi ng patient race categorization, and thus each hospita

may designate a patient's race differently. The state has recently attenpted
to standardi ze a valid set of race codes for this project but these are

not universally used by all hospitals. Each hospital nust independently
map their specific codes to the state's race code categories. This mapping
may not be consistent across hospitals. Thus epi dem ol ogy anal ysis of

these two data fields does not accurately describe the true popul ation
served by the hospital

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of



data required by the state that is not contained within the standard UB92
billing record. In order to neet this requirenent, each payer identification
nmust be categorized into the appropriate standard and non-standard source

of paynment val ue. These val ues m ght not accurately reflect the hospita

payer information, because those payers identified contractually as both
"HMO, and PPO'

are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and as

t horough as all parties would like to see in the future. Wthin the constraints
of the current THCI C process the data is certified to the best of our

know edge as accurate.

THCIC ID: 474000 / Parkland Menorial Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

General Information
Par kl and Health & Hospital System conprises a network of nei ghborhood-based
heal th centers and Parkl and Menorial Hospital, which was established in
1894 to care for the city's poor
Today, the hospital is often ranked anong the 25 best hospitals in
the United States - public or private. Due to Parkland s affiliation with
the University of Texas Sout hwestern Medical Center, the finest in medica
care is now available to all Dallas County residents.

The Parkl and systemis a $675.9 mllion enterprise that is |licensed
for 990 beds and enpl oys about 5,500 staff. It's Trauma Center is
internationally
renowned for excellence and many ot her nedical services are equally state
of the art including: burn treatment, epilepsy, kidney/pancreas transplants,
cardi ovascul ar services, diabetes treatnment, gasteroenterol ogy, radiol ogy,
neonat al intensive care, and high risk pregnancy.

The hospital delivers nore babies than any other hospital in the
United States - 15,181 babies in fiscal year 2000. The hospital's Burn
Center was established in 1962, and since then has treated nore burn patients
than any other civilian burn center in the world.

In 1964, the hospital performed the first kidney transplant in Texas.
Since then, it's transplant success anong African- Americans is the nation's
best .

Par kl and' s i nnovative approach to providing comunity responsive
health care in Dallas County has resulted in many service honors incl udi ng:
the Foster G MG aw Award for Excellence in Comunity Service, the John
P. McGovern Humanitarian Medicine Award, and a Public Service Excellence



Award fromthe Public Enpl oyees Roundtabl e.

Par kl and' s networ k of nei ghborhood-based health centers are based
in lowincome areas to ensure the poor have access to preventive health
care. The network, called "Community Oriented Primary Care," was established
in 1989, and now there are nine such centers.

In addition to the health care professionals who staff the clinics,
many of the |ocations also have social service agencies |ocated under
t he sane roof - providing a one-stop-shoppi ng approach to health services.

Speci fi c Concerns

There is a concern at Parkland - as with other reporting hospitals
- that there is no ethnicity category for H spanics. A significant nunber
of Parkland's patients are Hispanic, yet according to the data set, they
are classified as either Wite-H spanic or Black-H spanic. The data set
for reporting needs to provide a category for this ethnicity to accurately
reflect the hospital's denographics.

THCIC ID: 478000 / Menorial Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

In general the summary data is acceptable; however, a nunmber of data quality
errors are unresolved: facility records indicate 163 nore births than

shown on the report and mapping errors continue to be identified causing

i naccurate reporting of race, adm ssion source and attendi ng physician

THCIC ID: 480000 / Knapp Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with coments

KNAPP MEDI CAL CENTER THCI C DI SCLAI MER STATEMENT AND
COMMENTS FOR FOURTH QUARTER 1999

DI SCLAI MER STATEMENT

Knapp Medi cal Center has conpiled the information set forth above in conpliance
with

the procedures for THCIC certification process. Al information that is being
subm tted

has been obtai ned from Knapp Medical Center's records. The information being
provi ded by Knapp Medical Center is believed to be true and accurate at the tine
of this

subm ssion. The information being submtted has been taken from other records
kept by

Knapp Medi cal Center and the codes typically used in those records do not
conformto

the codes required in THCI C certification process. Knapp Medical Center has
used its

best efforts and submts this information in good faith conpliance with THC C
certification process. Any variances or discrepancies in the information
provided is the



result of Knapp Medical Center's good faith effort to conformthe information
regul arly
conpiled with the information sought by THCI C

ETHNI CI TY COMVENT FOR FOURTH QUARTER 1999

Ethnicity data for the fourth quarter of 1999 does not reflect the diversity of
t he

popul ati on served by Knapp Medical Center. The data indicates that in a region
with a

hi gh popul ati on of Hi spanics, of 3605 di scharges none were of Hi spanic origin.
Anal ysi s

i ndi cated a data-mapping problemin regards to the initial adm ssion input for
all patients,

i nherent in the systemwe use. This is not correctable for prior periods,
however changes

in the admitting tables correcting this mapping probl em have been i npl enent ed.

CHARI TY COMVENT

Knapp Medical Center has a long tradition of providing charity care for the
popul ation it

serves. Prior to designation as charity, programqualification attenpts are
exhaust ed.

This results in designation of charity being nade after the patient is

di schar ged

sonmetines many nonths. Patient specific charity anpbunts are not avail abl e,
therefore, at

the tine of subm ssion of data to THCIC. Due to the inpracticality at this tine
of

identifying specific patients designated as charity and submtting corrections,
t he

aggregat e amount of charity provided during the fourth quarter 1999 was
$972,613. 01 for

70 patients.

PHYSI CI AN COMMVENTS
(Physi ci ans are i ndependent contractors. Comments made by physicians do not
necessarily represent the views and opi nions of Knapp Medical Center.)

Suggest Do Not Resuscitate be separated out.

Percent ages are neani ngl ess if inadequate popul ati on nunbers; e.g. 48 tota
patients, 3

die, all of whomare termnal but this results in a 6% nortality rate.

THCIC ID: 481000 / Wodl and Hei ghts Medical Center
QUARTER: 4
YEAR: 1999

Certified with comments
The data presented includes Skilled Nursing Inpatient Adm ssion
There is no way to distinguish the difference between Inpatient and

Skilled patients. This will reflect an Inaccurate Length of Stay on our

Acute Inpatients due to the fact that Skilled Nursing Facilities run | onger
| enghts of stay. W are a mmjor cardi ovascul ar hospital within



a 100 m !l e radius.

THCIC ID: 497000 / Ascension Health - Seton Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

Seton Medi cal Center has a transplant program and neonatal intensive care

unit (NICU). Hospitals with transplant prograns generally serve a nore
seriously ill patient, increasing costs and nortality rates. Neonata
Intensive Care Units serve very seriously ill infants substantially increasing
costs, lengths of stay and nortality rates. As a regional referral center

and tertiary care hospital for cardiac and critical care services, Seton

Medi cal Center receives nunerous transfers fromhospitals not able to

serve a nore conplex mx of patients. The increased patient conplexity

may |l ead to | onger |lengths of stay, higher costs and increased nortality.

Adm ssi on Source - Newborn Data

Seton Medi cal Center experienced a data collection problemaffecting the
admt source field when the admt type is 4 (Newborn). As a result of

this collection problem 1113 of 1116 newborn adm ssions at Seton were
reported as "information not avail able”, and no premature or nornmal newborns
were reported. The hospital is correcting the data collection problem
prospectively, but corrections will not affect data previously submtted.

Race and ethnicity data are self-reported by patients and are not independently
verified by the hospital

THCIC ID: 497002 / Ascension Health - Seton Northwest Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Adm ssi on Source - Newborn Data

Seton Northwest Hospital experienced a data collection problem affecting

the admt source field when the admt type is 4 (Newborn). As a result

of this collection problem 100% of the newborn adm ssions at Seton Northwest
were reported as "information not available". The hospital is correcting

the data coll ection probl em prospectively, but corrections will not affect
data previously submtted.

Race and ethnicity data are self-reported by patients and are not independently
verified by the hospital

THCI C ID: 501000 / Dallas/Fort Wrth Medical Center-Grand Prairie
QUARTER: 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCIC identified the
followi ng errors or mssing val ues:

Pati ent discharge status is m ssing

Source of standard and non-standard paynment codes are m ssing



Patient race and ethnicity may not be valid
State codes are m ssing

Procedure codes are m ssing

External cause of injury is mssing

THCIC ID: 503000 / St Lukes Baptist Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Comment s:

This is admnistrative data that has been collected on a national standard form
called a UB-92, for the purpose of billing third party organi zati ons for

r ei mbur sement

This billing data was not collected for clinical purposes fromwhich one could
easily

make judgenents about patient care. Acknow edging the constraints and
[imtations of

the THCI C process, to the best of our know edge the THCI C data are reasonable
representations of the administrative data except for two itens that nerit
specific

comrent .

St andar d/ Non- St andard Sour ces of Paynent

This data is not contained within the national standard UB-92 record used for
billing.

Therefore, additional programm ng was required to capture and provide the
specified

categories of paynent. The effectiveness of this programmng will be nonitored
and

refined on a go-forward basis to achieve an appropriate degree of accuracy in

t he dat a.

Age Ol assification of Patients

The data reflect several occurrences of highly unusual reported ages of
patients in

t he Normal Newborn, Vaginal Delivery and Neonate categories and we cannot attest
to

t he accuracy of this suspect data. We are researching these variances in an
effort

to determ ne the cause for the aberrations in reported ages.

THCIC ID: 508000 / Conroe Regional Medical Center
QUARTER: 4
YEAR: 1999

Certified with comrents

This data is administrative/clains data, not clinical research data.
There may be inherent [imtations to using it to conpare outcomnes.

The public data will only contain a subset of the diagnosis and procedure
codes, thus limting the ability to access all of the diagnoses and procedures
relative to each patient.



The rel ati onshi p between cost of care, charges, and the revenue that a
facility receives is extrenely conplex. Inferences to conparing costs
of care fromone hospital to the next may result in unreliable results.

Race/Ethnicity classification is not done systematically within or between
facilities. Caution should be used when analyzing this data within one
facility and between facilities.

THCIC ID: 511000 / Doctors Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, collected by hospitals for billing

pur poses, and not clinical data, fromwhich judgenents about patient

care can be nade. The state requires us to submt inpatient clains,

by quarter year, gathered froma formcalled an UB92, in a standard
government format called HCFA 1450 EDI electronic claimformat. The state
specifications then require additional data elenents to be

i ncl uded over and above that. Adding those additional data el enents

pl aces progranm ng burdens on the hospital since it is "over and

above" the actual hospital billing process. Errors can occur due to
this additional progranm ng, but the public should not conclude that
billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Doctors Hospital estimates that our data volumes for the cal endar

year time period submitted include 92% of all cases for that tinme

period. The state requires us to submt a snapshot of billed clains,
extracted from our database approximately 20 days follow ng the

cl ose of the cal endar year quarter. Any discharged patient

encounters not billed by this cut-off date will not be included in the
quarterly subm ssion file sent in. As aresult, the state subnmtted data
recogni zes 2,134 incounters while Doctors Hospital's database reflects
2,328 encounters.

Di agnosi s and Procedures

The data sunbitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonmetines significantly. Approximtely

25% of the patient popul ati on serviced at Doctors Hospital has nore than

ni ne di agnosi s and 15% have nore than six procedures assigned to them

Pati ent di agnosis and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

There is no limt to the nunber of diagnoses and procedure codes t hat
can be assigned to a patient record. The codes are assigned based on



t he physician's docunmentation in the patient's record and are used by
hospitals for billing purposes. One linmtation of using the |ICD 9-CM
systemis that there does not exist a code for every possible diagnosis
and procedure due to the continued evolution of nedicine. New codes are
added yearly as codi ng manual s are updat ed.

The state is required to submt ICD-9-CM data on each patient but has
l[imted the nunber of diagnosis and procedures to the first nine di agnoses
codes and the first six procedure codes. As a result, the data sent by
us does neet state requirenments but does not reflect all the codes an

i ndi vidual patient's record nay have been assigned. This nmeans al so that
the true total volunes may not be represented by the state's data file,
whi ch therefore nake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given di agnosis or procedure, percentage of patients
in each severity of illness category). It would be obvious, therefore,

t hose sicker patients (nore diagnosis and procedures) are | ess accurately
refl ected by the 1450 format. Many of the patients treated at Doctors
Hospital are Do Not Resuscitate (DNR) patients or have Living WIIs.

Nor mal Newbor ns

Wth this quarter's data, it was identified that newborns were not being
mapped to an appropriate adnmt source. This was causing the majority

of newborns to fall into an "information not avail able" admit source category.
Upon further investigation, it was also identified this was not unique

to Tenet hospitals but all Texas hospitals.

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of

data required by the state that is not contained within the standard UB92
billing record. In order to neet this requirenent, each payer identification
nmust be categorized into the appropriate standard and non-standard source

of payment value. Upon review of the data, the THCI C report shows al npst

twi ce as many cases as were reported by the Doctors Hospital charge breakout
and summary report for Quarter 4, 1999. The greatest occurrence of error
iswith the Primary Commerci al Pay category. The hospital database reflects
60 cases. The state data reflects 724 cases. Another area of concern

is the Mssing/Invalid Source of Paynent under the Non-Standard Source

of Payment field. The state recognizes 1221 cases. Doctors Hospita

dat abase indicates that there are no cases in this category. THC C has
recogni zed that there is a problemwith the way this data is captured

and will not be publishing it for Quarter 1, 1999 - Quarter 2, 2000.

However, we would like to include in our comments that this data is invalid
and therefore can not be considered accurate in any way.

Cost / Revenue Codes

The state requires that hospitals submt revenue information including

charges. It is inportant to note that charges are not equal to actua

paynments received by the hospital or hospital cost for performng the

service. Typically, actual paynents are much | ess than charges due to

managed care negoti ated di scounts and deni al of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that

each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process does not conpletely and
accurately reflect all of the data that has been submtted. W have identified



areas of concern regarding the way information is mapped from our hospita
to our subm ssion agent, who in turn transmits data to THCIC. It also
shoul d be noted that due to high turnover in key areas of the hospital
we spent a great deal of time |learning and rel earning the process invol ved
in submtting the THCI C data as well as preparing the data for subm ssion

THCIC ID: 513000 / Bayl or Medical Center G apevine
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or estimates that our data volunmes for the cal endar year tine period
submtted may include 96%to 100% of all cases for that tine period.

The state requires us to submt a snapshot of billed clainms, extracted
from our database approxi mately 20 days followi ng the close of the cal endar
year quarter. Any discharged patient encounters not billed by this cut-off
date will not be included in the quarterly subnmission file sent in.

Di agnosi s and Procedures

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but



has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ati ons inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nmore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s data.

Nor mal Newbor ns

The best way to focus on severity of illness regarding an infant woul d

be to check the infant's diagnosis at discharge, not the admitting source
code. Baylor's normal hospital registration process defaults "normal delivery”
as the adm ssion source. Oher options are premature delivery, sick baby,
extramural birth, or information not available. The actual experience

of a newborn is captured el sewhere in the file, nanely, in the | CD 9-CM

di agnosi s. Adm ssion source does not give an accurate picture.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardi ze a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently nmap their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
must be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record may change over time. Wth this in

m nd, approxi mately 52.81% of encounters originally categorized across

all values have a different value as of today. Upon review an additiona
data i ssue was uncovered. All managed care encounters were categorized

as "Comercial PPO' instead of separating the encounters into "HMJ' versus
"PPO'.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons



by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nmechani sm

to edit and correct the data. In addition, due to the volune at Bayl or

it is not feasible to performencounter |level audits.

THCIC ID: 534001 / Menorial Hernmann Katy Hospital
QUARTER: 4
YEAR: 1999

Certified with comments
Medi care and Medi cai d managed care payor categories are not brocken down to
refl ect HMJ PPO st at us.

The Hospital experienced a change in ownership--from Col unbia HCA to Menori al
Her mann Heal thcare System-in COctober 1999. At that time the hospita
changed its systemfor grouping financial classes to conformw th Menori al
Hermann's cl assification system By necessity HCA the Heal thcare Company
has continued to submt the hospital's data to THCIC but is unable to
acconmodat e any i ndi vi dual hospital mappings.

This complication is expected to continue through third quarter 2002 when
the hospital expects to be off of the HCA System

THCIC ID: 537000 / Scott & White Menorial Hospital
QUARTER: 4
YEAR: 1999

Certified with comrents

Dat a Cont ent

To the best of our knowl edge and ability with the configuration of our data
systens, and the fact the data has gone through edits by other entities, the
encounter data returned accurately represents the hospital inpatient and skilled
nursing facility data fromthe UB92 billing claimformand data required by the
state.

The information being certified does not indicate or address the quality of
services that were provided and is not provided for that purpose. Instead, this
information is extracted froma billing file that is solely used for

adm ni strative



purposes. Certain nmedical disciplines are responsible for the treatnent of
severely

ill patients and physicians within those disciplines may experience a higher
nortality rate due to the nature of their clinical practice. In addition
tertiary care facilities, such as ours often accept in transfer critically il
pati ents whose outcones may adversely affect accepting institutions' performance
profile. The data being submtted and certified is not nmeant to neasure
clinical

quality.

Certification Process

It is possible that some cases discharged during this quarter were not included
in

the file submtted to the state due to the tim ng of subm ssion required by the
state. This may have occurred in instances when a case had not been billed

bef ore

the tape was submitted, or when a correction of a billing error was nmade after
t he

tape was submtted. Due to the volune of encounters for this certification
peri od,

time constraints and the resources needed for this process, the facility did not
have an efficient nethod for verifying, auditing and correcting data at the
encount er

| evel .

Organi zati on of Data

We are a teaching facility and the structure of our inpatient care is such that
mul tiple physicians are involved in the patient's care in a serial fashion over
the total duration of the patient's episode of care. Therefore, based solely on
the billing file data, we cannot accurately assign a single physician as being

| argely responsible for the care of a patient when there may have been nore than
one attendi ng physician involved in the care of the patient. For internal data
anal ysi s, the dischargi ng physician has | ong been used as the responsible
physi ci an

when assigning DRG s (Di agnosis Rel ated G oups) or conputing nortality
statistics.

The attendi ng physician reported in this data subm ssion to THCI C nmi ght not be
consi stent with our assessment of the discharging physician

Di agnosi s/ Procedure Code Sumary

Being a teaching facility, we do assign nore di agnoses and procedures than are
captured on the UB92 billing claimform The average nunber of di agnoses per
encounter should read 6.6. This nunber is under-represented by THC C

nmet hodol ogy.

St andar d/ Non- St andard Sour ce of Paynent

This level of specificity is not required on the UB92 claim therefore
addi ti onal

progranmm ng was done that may need additional attention to accurately capture
t he

speci fied categories under Non-Standard Source of Paynent.

THCIC ID: 547000 / Fort Duncan Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments



Data for 4th quarter 1999 is certified with the foll ow ng comments:

1. Data indicates 5 deaths; actual was 21 deaths

2. Self Pay indicates 93; actual was 118 - these were included with the
conmer ci al

di schar ges.

3. Charity is not indicated; these are included with the self-pay.

THCIC ID: 549000 / Bayl or/ Ri chardson Medi cal Center
QUARTER: 4
YEAR: 1999

Certified with coments

Di agnosi s and Procedures

The UB92 clains data format which the state is requiring hospitals to
submt, only accepts the first 9 diagnosis codes and the first 6 procedure
codes. As a result, these records will not reflect every code from an

i ndi vidual patient record that was assigned. Thus the state's data file
may not fully represent all diagnoses treated at the hospital, or al
procedures performed by the hospital. Therefore true total volunmes and
severity of illness may not be accurately represented by the state's data
file, making percentage cal cul ati ons inaccurate.

Race/ Ethnicity

VWhen patients are admitted, the hospital does not routinely inquire as
to their race and/or ethnicity. Thus analysis of these two data fields
wi Il not accurately describe the true popul ation served by the hospital
The hospital does not discrimnate based on race, color, ethnicity, gender
or national origin.

Cost/ Revenue Codes

The state data files will include charge information. It is inportant
to understand that charges do not equal paynents received by the hospital
Payments are much | ess than charges, due to nanaged care-negotiated di scounts
and deni al of paynent by insurance conpanies. Charges also do not reflect
the actual cost for care that each patient receives.

Quality and Validity of the process
Processes are in place to verify the integrity and validity of the clains
data. Steps are taken to ensure that the information sent to the state
mat ches what is in the hospitals system Cccasionally, due to timng issues
not all patient clains are submitted. If a case was not billed prior to
data subm ssion, that patient will not be included in the current subm ssion

nor will it be included in any future data subm ssions. An exanple of
why this would occur, is the patient is discharged on the |ast day of
t he cal endar quarter, and not allow ng adequate tine to issue a bill or

the case was extrenely conplex requiring extra tinme for coding.
I nsurance - Source of Paynent Data

St andard Source of Paynent data reflects 78.84% m ssing/invalid, and Non-
St andard

Source of Payment reflects 100% missing/invalid. This data is a result
of the editing software utilized during 1999. The software utilized by
the hospital was updated to neet THCI C specifications. However, the DFW



Hospital Council software had not been updated, therefore a di screpancy
exi sts, and data does not accurately reflect Source of Paynment information

THCIC ID: 574000 / Wagner GCeneral Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Wagner Ceneral Hospital had 4 discharges for 4th Qr 1999. THC C processed
5 di scharges because of a duplicate claimsubmtted by WGEH

THCIC ID: 586000 / Bayl or Specialty Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenents to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Bayl or Specialty Hospital (BSH) estinmates that our data volunes for the

cal endar year tinme period submtted may include 96%to 100% of all cases
for that tine period. The state requires us to subnmit a snapshot of billed
clains, extracted from our database approximately 20 days follow ng the

cl ose of the cal endar year quarter. Any discharged patient encounters

not billed by this cut-off date will not be included in the quarterly

subm ssion file sent in.

Di agnosi s and Procedures

BSH is different fromnost hospitals submtting data to the state. W

provi de conpl ex medi cal services to patients who have experienced a catastrophic
ill ness and/ or conplex body systemfailure that requires coordinated,

i ntensive treatnent and care. Many of the patients have received energency

care and stabilizing treatment at another acute care hospital. They are
admtted to BSH to continue their recovery and focus on inproving their

medi cal condition and/or functional ability in order to inprove their

quality of life to the fullest extent possible.

The data submitted nmatches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture



of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirenments but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ati ons inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Pati ent di agnoses and procedures for a particular hospital stay at BSH

are assigned |1 CD- 9-CM codes according to standard codi ng practices. Because
of our unique patient popul ati on, however, conparisons against all other
hospitals in the database woul d not be accurate. It is unclear whether
coding practice across all long termacute care hospitals is consistent,

so caution should be used when maki ng conpari sons and/or draw ng concl usi ons
from the data.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Medi cal recovery can be a | ong, arduous process depending on the severity

of illness or injury. Due to the unique nature of nedically conplex patients,
| ength of stay data cannot accurately be conpared with data from hospitals
that primarily treat an acute or energent episode of illness or injury.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used



by all hospitals. Each hospital nust independently nmap their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields

does not accurately describe the true popul ation served by the hospital

Upon review of the certification data, it was found that 7% of the "Wite"
encounters were incorrectly categorized as "O her" as well as 4% of the
"Bl ack” encounters.

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to nmeet this requirenent each payer identification
must be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record m ght change over tine.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nmechani sm

to edit and correct the data. In addition, due to the volune at BSH, it

is not feasible to performencounter |evel audits.

THCIC ID: 597000 / Seton Edgar B Davis
QUARTER: 4
YEAR: 1999

Certified with coments

Seton Edgar B. Davis is acommunity hospital that serves the Cal dwell

County and surroundi ng rural areas asanedical/surgical facility. The transfer
oftheseriously illand injured isreflectedinthel engths ofstay and

nortallity rate.

Admi ssi on Source and Type:

Seton Edgar B. Davis experienced a data collection problemwhich wll
not affect the data previously subnmtted by the hospita

THO C ID: 600000 / CHRISTUS St John Hospit al
QUARTER 4
YEAR. 1999



Certified with coments

St. John certified the data but could not account 19 patients due
to processing the patients after the data was subm tted.

During this time period St. John Hospital provided charity care
for 37 patients with the total charges $ - 314,924.69 dollars. The system
didn't identify these patients.

THCIC ID: 601000 / Ri o Grande Regi onal Hospita
QUARTER:  4th
YEAR: 1999

Certified with coments

Concerns with incorrect physician |license nunbers. Nunbers have been
corrected fro 2000 data but 1999 does have errors. Sone physicians have
expressed concern over data they feel is incorrect such as nortality rates.
They are very concerned as to how the state is calculating this dataasn

why the data defaults to themif they are only the admtting physician

and not the attendi ng physician

THCIC ID: 602000 / South Austin Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Data submitted by South Austin Hospital includes Skilled Nursing Facility as
wel |
as Acute patients, effectively increasing our |engths of stay.

The data is administrative/clainms data, not clinical research data. There may
be

inherent limtations to using it to conpare outcones. Race/ethnicity
classification

is not done systematically with or between facilities. Caution should be used
when anal yzing the data within one facility and between facilities. The public
data will only contain a subset of the diagnoses and procedure codes, thus
[imting

the ability to access all of the diagnoses and procedures relative to each
patient.

The rel ati onshi p between cost of care, charges and revenue that a facility
receives

is extremely conplex. Charity patients are a subset of our self-pay category.
Inferences to conparing costs of care fromone hospital to the next may result
in unreliable results.

The severity groupi ng assignment performed by the State using the APR-DRG

gr ouper
cannot be replicated by facilities unless they purchase the grouper
Addi tional |y,

the I ack of education regarding how this grouper cal cul ates the severity
adj ustnent s
or howit functions can greatly inpact the interpretation of the data.



There is tremendous uncertainty about how robust physician |inkages will be done
across hospitals.

THCIC ID: 603000 / Medical Center at Lancaster
QUARTER: 4
YEAR: 1999

Certified with Coments:

This is clainms data, not clinical research data. There may be
inherent limtations in using it to conpare outcones.

The public data only contains a subset of diagnosis and procedure
codes.

The rel ati onshi p between cost of care, charges and the revenue that
a facility receives is extrenely conplex. Inferences to conparing
charges fromone hospital to the next nmay have unreliable results.

Race/ethnicity classification is not done systematically at each
hospi t al

Qur hospital does not capture charity data at tine of billing.

The designation of attendi ng physician is usually assigned to the
physi cian that discharges the patient. |In some cases this does not
refl ect the physician that provided nost of the patient care.

THCIC ID: 608000 / Round Rock Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

Charity cases are a subset of the selfpay category.

THCIC ID: 609001 / Menorial Hermann Fort Bend Hospital
QUARTER: 4
YEAR: 1999

Certified with comrents

Medi care and Medi cai d managed care payor categories are included with
Medi care and Medi caid regul ar payor categories.

The Hospital experienced a change in ownership--from Colunbia HCA to

Menorial Hermann Heal t hcare System-in Cctober 1999. At that time, the
hospital changed its system for grouping financial classes to conform

with Menorial Hermann's classification system By necessity HCA the Healt hcare
Conmpany has continued to submt the hospital's data to THCIC but is unable

to acconodate any individual hospital mappings.

Medi care Managed care patients consisted of 23% of the total Medicare
popul ati on and 5% of the entire hospital's popul ation. Medicaid Managed
care patients consisted of 52% of the total Medicaid popul ation and 10%
of the entire hospital's popul ation



This complication is expected to continue through third quarter 2002 when
the hospital expects to be off of the HCA System

THCIC ID: 611000 / Regional Medical Center
QUARTER: 4
YEAR: 1999

Certified with comments

Regi onal Medi cal Center has a Psychiatric Unit in operation during this tine
peri od.

THCIC ID: 616000 / HEALTHSOUTH Rehabilitati on Hospital
QUARTER: 4
YEAR: 1999
Certified with comments

4th Quarter1999 Patient Di scharge Status shoul d read:

Di scharge to Hone or Self Care 100
Di scharge/ Transfer to Gen. Hospital 30
Di scharge/ Transfer to SNF 2
Di scharge to I CF 15
Di scharge/ Transfer to Home Heal th 25
Left AVA 2
Di scharge/ Transfer Home |1V 1
THCIC ID: 620000 / McAllen Medical Center

QUARTER: 4

YEAR: 1999

Certified with coments

Physi cian |icense nunbers and names have been validated with the physician and
the websites as accurate but sone remain unidentified in the THCIC Practitioner
Ref erence Fil es.

THCIC ID: 624000 / Denton Comrunity Hospital
QUARTER: 4
YEAR: 1999

Certified with comrents

1. There is sone difference in the total nunber of encounters for this
quarter. THC C indicates 1714 discharges. Qur internal system counts
1737.

2. THC C data shows 99 patients as "Bl ack" and "182" as "Qther". Unable
to accurately ascertain Race if patient does not personally come through
registration. Cerks are using "best observed guess”

3. THC C data shows 230 newborns. Qur internal system shows 243.

THC C ID: 627000 / Harris Methodi st Sout hwest
QUARTER: 4
YEAR: 1999



Certified with coments

This data is adm nistrative data, which hospitals collect for billing purposes,
and not clinical data, from which you can nmake judgenents about patient care.

The State requires us to submt inpatient clains, by quarter/year, gathered from
a formcalled a UB92, in a standard governnent format call ed HCFA 1450 ED
electronic claimformat. The state specifications require additional data

el enent s

to be included over and above that. Adding those additional data pl aces

pr ogr amm ng

burdens on the hospital since it is "over and above" the actual hospital billing
process. FErrors can occur due to this additional programm ng but the public
shoul d

not conclude that billing data sent to your payers is inaccurate; this was a

uni que,

untried use of this data as far as the hospitals are concerned.

Several issues mght affect the accuracy of any data gathered in this manner

1. The State requires us to submt a "snapshot" of billed clains, extracted
from

our database approxi mately 20 days followi ng the close of the quarter. Any

di scharged patient encounters not billed by this cut-off date will not be

i ncl uded

in the quarterly subm ssion file sent in.

2. The data submitted matches the State's reporting requirenents but nmay be

i nconplete due to a limtation on the nunber of diagnoses and procedures the
State allows us to include for each patient. 1In other words, the State's data
file

may not fully represent all diagnoses treated by the hospital or all procedures
performed, which can alter the true picture of a patient's hospitalization
sonet i mes

significantly. Approximtely 20% of HVSW pati ent popul ati on have nore than nine
di agnoses and/or six procedures assigned.

The State is requiring us to submt |1CD9 data on each patient but has limted

t he

nunber of di agnoses and procedures to the first nine diagnoses and the first six
procedure codes. As a result, the data sent by us do neet state requirenents
but

cannot reflect all the codes an individual patient's record may have been

assi gned.

This means also that true total volunmes nay not be represented by the State's
dat a

file, which therefore nake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given diagnosis or procedure, percentage of patients in each
severity of illness category). It would be obvious; therefore, those sicker
patients

(nore di agnoses and procedures) are |less accurately reflected by the 1450
format.

It then stands to reason that hospitals, which treat sicker patients, are

i kew se

| ess accurately reflected.



3. The I ength of stay data el enent contained in the State's certification
file

is only three characters long. Thus any patients discharged with a | ength of
stay

greater than 999 days will not be accurately stored within the certification
dat abase.

It is rare that patients stay |onger than 999 days, therefore, it is not
antici pated

that this [imtation will affect this data.

4. The best way to focus on severity of illness regarding an infant would be
to

check the infant's diagnosis at discharge, not the admitting source code.
HVBW s

normal hospital registration process defaults to "normal delivery" as the

admi ssi on

source. Oher options are premature delivery, sick baby, extranural birth, or
i nformati on not avail able. The actual experience of a newborn is captured

el sewhere

inthe file, nanely, in the ICD9 diagnoses. Adnission source does not give an
accurate picture. The current sunmary of HVBW data shows 100% normal newbor ns
whi ch has been the case at all THR facilities.

5. During the hospital's registration process, the registration clerk does
not

routinely inquire as to a patient's race and/or ethnicity. The race data

el enent

is subjectively captured and the ethnicity data elenment is derived fromthe race
designation. There are no national standards regarding patient race

cat egori zati on,

and thus each hospital may designate a patient's race differently. The State
has

recently attenpted to standardize a valid set of race codes for this project but
these are not universally used by all hospitals. Each hospital mnust

i ndependent |y

map their specific codes to the State's race code categories. This mapping may
not

be consistent across hospitals. Thus epidem ol ogy anal ysis of these two data
fields

does not accurately describe the true popul ation served by the Hospital

6. The standard and non-standard sources of paynent codes are an exanpl e of
dat a

required by the state that is not contained within the standard UB92 billing
record.

In order to neet this requirenent each payer identification nust be categorized
into

the appropriate standard and non-standard source of paynment val ue. Severa

pr obl ens

with Harris entity "mappi ng" have been identified. Blue Coss has been mapped
incorrectly so that HVSW appears to have an unreasonably | ow nunber of Bl ue
Cross

patients. Wrknen's conpensation and Charity nust be mapped differently. The
current

summary incorrectly states that HVSWhad no Charity cases during this tinme
frame.



7. The State requires that hospitals submt revenue information including
char ges.

It is inmportant to note that charges are not equal to actual paynents received
by the

hospital or hospital cost for perform ng the service. Typically actual paynents
are

much | ess than charges due to managed care-negotiated di scounts and deni al of
paynent

by i nsurance conpani es.

THCIC ID: 635000 / North Dallas Rehabilitation Hospita
QUARTER: 4
YEAR: 1999

Certified with comrents

DUE TO SOFTWARE PROBLEMS THE 4TH QTR 99 CERTI FI CACI ON REPORTS DI D NOT

SHOW THE FI NANCI AL | NFORVATI ON ACCURATELY. I N OVER 70% OF THE ENCOUNTERS
THE PATI ENT CHARGES AND LENGTH OF STAY APPEARED DUPLI CATED OR SUBSTANCI ALLY
OVERSTATED.

THCIC ID: 639000 / Rehabilitation Hospital of South Texas
QUARTER: 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCIC identified the
followi ng errors or mssing val ues:

Procedure codes are m ssing

THCIC ID: 642000 / Baylor Institute for Rehabilitation at Gaston
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcall a UB92, in a standard governnent format called HCFA 1450

EDI electronic claimformat. Then the state specifications require additiona
data el enments to be included over and above that. Adding those additiona
dat a pl aces programm ng burdens on the hospital since it is "over and

above" the actual hospital billing process. Errors can occur due to this
addi ti onal progranm ng, but the public should not conclude that billing

data sent to our payers is inaccurate; this was a unique, untried use

of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Baylor Institute for Rehabilitation (BIR) estimtes that our data vol unes
for the calendar year tine period submtted may include 89%to 100% of

all cases for that time period. The state requires us to submt a snapshot



of billed clains, extracted from our database approxi mately 20 days foll ow ng
the close of the cal endar year quarter. Any discharged patient encounters
not billed by this cut-off date will not be included in the quarterly

subm ssion file sent in. BIR has a 10-day billing cycle; therefore we

wi | | have a hi gher percentage of inconplete encounters than hospitals

with a 30-day billing cycle.

Di agnosi s and Procedures
BIRis different fromnost hospitals submtting data to the state. W
provi de conprehensive nmedical rehabilitation services to patients who

have | ost physical or nmental functioning as a result of illness or injury.
Many of these patients have already received energency care and stabilizing
treatment at an acute care hospital. They are admtted to BIR to continue

their recovery and focus on inproving their functional ability in order
to inprove their quality of life to the fullest extent possible.

The data submitted nmatches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnosis
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore

make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |ikew se | ess accurately reflected.

Pati ent di agnoses and procedures for a particular hospital stay at BIR

are assigned |1 CD 9-CM codes according to standard codi ng practices. Because
of our unique patient popul ati on, however, conparisons against all other
hospitals in the database woul d not be accurate. It is unclear whether
codi ng practice across all conprehensive nedical rehabilitation facilities
is consistent, so caution should be used when maki ng conpari sons and/ or

drawi ng concl usions fromthe data.



Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Medi cal rehabilitation can be a |ong, arduous process depending on the

severity of illness or injury. Due to the unique nature of rehabilitation
services, length of stay data cannot accurately be conpared with data
fromhospitals that primarily treat an acute or emnergent episode of illness
or injury.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project, but these are not universally used

by all hospitals. Each hospital nust independently map their specific

codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epidem ol ogy anal ysis of these two data fields

does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of

data required by the state that is not contained within the standard UB92
billing record. In order to neet this requirenent, each payer identification
must be categorized into the appropriate standard and non-standard source

of paynment value. Wth this in mnd, approximtely 34.46% of encounters
originally categorized across all values have a different value as of

today. Upon review an additional data issue was uncovered. All managed

care encounters were categorized as "Comerci al PPO' instead of separating
the encounters into "HMJ' versus "PPO'.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost / Revenue Codes

The state requires that hospitals submt revenue information including

charges. It is inportant to note that charges are not equal to actua

payments received by the hospital or hospital cost for performng the

service. Typically actual paynents are nuch | ess than charges due to

managed care-negoti ated di scounts and deni al of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that

each patient needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During

the current certification phase, BIR did not have an efficient nechanism

to edit and correct the data. 1In addition, due to the volunme at BIR



it is not feasible to performencounter |level audits.

THCIC ID: 643000 / San Antoni o Warm Springs Rehabilitation Hospita
QUARTER: 4
YEAR: 1999
Certified with comments

Error code 957 continutes to be a software issue.

THCIC ID: 649000 / St Davids Rehabilitation Center
QUARTER: 4
YEAR: 1999

Certified with comrents

1.) The data is admnistrative/clains data, not clinical research data
There may be inherent l[imtations to using it to conpare outcomes.

2.) The public data will only contain a subset of the diagnoses and procedure
codes, thus limting the ability to access all of the diagnoses and procedures
relative to each patient.

3.) The relationship between cost of care, charges and the revenue that
a facility receives is extrenely conplex. Inferences to conparing costs
of care fromone hospital to the next may result in unreliable results.

THCIC ID: 652000 / Harris Continued Care Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Al "Adm ssion Types" to this facility are El ective.
Al'l "Adm ssion Sources" to this facility are Transfers from Hospital

THCIC ID: 653000 / Zale Lipshy University Hospita
QUARTER: 4
YEAR: 1999

Certified with conmrents, corrections requested

1. Zale Lipshy University Hospital is an academ c teaching hospital

2. Zale Lipshy University Hospital is a private, adult referral hospita
| ocated on the canmpus of UT Sout hwestern Medical Center

3. Zal e Lipshy University Hospital does not provide for the foll ow ng
types of nedical services: pediatrics and obstetrics.

4. Qur charity cases are deternmned after final billing; therefore, they
are not quantified in this report.

5. The file definition for self-pay does not adequately display billing
for secondary and tertiary billing specifications.

6. Adm ssion Source: physician and clinic are used interchangeably at
our institution.

7. Adm ssion Source: correctional facility code and court ordered adm ssion
code are used as one code.

8. The corrected data have been accepted by Conmonweal t h.




THCIC ID: 664000 / Presbyterian Hospital of Plano
QUARTER: 4
YEAR: 1999

Certified with Coments:

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing purposes.
Admi ni strative data may not accurately represent the clinical details of an
encounter.

The state requires us to submt inpatient clains, by quarter year, gathered from
a

formcalled an UB92, in a standard government format called HCFA 1450 EDI

el ectronic

claimformat. Then the state specifications require additional data elenents to
be

i ncl uded over and above that. Adding those additional data places progranm ng
burdens on the hospital since it is "over and above" the actual hospital billing
process. FErrors can occur due to this additional progranmm ng, but the public
shoul d

not conclude that billing data sent to our payers is inaccurate. These errors
have

been corrected to the best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed and is
not

i ncluded in the data submi ssion. This represents a rare event that is less than
1%

of the encounter vol une.

Pati ent Popul ati on Characteristics:

Low volume in the overall cardiac surgery programis due to a start up program
t hat

began in February, 1999.

Di agnosi s and Procedures

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of
Di sease, or ICD-9-CM This is nmandated by the federal governnment. The hospital
conmplies with the guidelines for assigning these di agnosis codes, however, this
is

often driven by physician's subjective criteria for defining a diagnosis. For
exanpl e, while one physician may di agnose a patient with anem a when the
patient's

bl ood henpgl obin level falls below 9.5, another physician may not di agnose the
patient with anem a until their blood henoglobin level is below 9.0. In both
situations, a diagnosis of anema is correctly assigned, but the criteria used
by the physician to determ ne that diagnosis was different. An "apples to

appl es”

conpari son cannot be nmade which makes it difficult to obtain an accurate

conpari son

of hospital or physician performance.

The codes al so do not distinguish between conditions present at the tinme of the
patient's adm ssion to the hospital and those occurring during hospitalization



For exanple, if a code indicating an infection is nmade, it is not always
possi bl e

to determine if the patient had an infection prior to adnmi ssion, or devel oped an
infection during their hospitalization. This nmakes it difficult to obtain
accurate

i nformati on regarding things such as conplication rates.

The data submitted matches the state's reporting requirenents but may be

i nconpl ete

due to a limtation on the nunber of diagnoses and procedures the state all ows
us

to include for each patient. 1In other words, the state's data file may not
fully

represent all diagnoses treated by the hospital or all procedures perforned,
whi ch

can alter the true picture of a patient's hospitalization, sonetines
significantly.

Approxi mately 5% of PRESBYTERI AN HOSPI TAL OF PLANO s pati ent popul ati on have
nor e

t han ni ne di agnoses assi gned.

Pati ent di agnoses and procedures for a particular hospital stay are coded by the
hospital using a universal standard called the International Cassification of

Di sease,

or ICD-9-CM This is nandated by the federal government and all hospitals mnust

conply.

The codes are assigned based on docunmentation in the patient's chart and are
used by

hospitals for billing purposes. The hospital can code up to 99 diagnoses and 99
procedures for each patient record. One limtation of using the |ICD 9-CM system
is that there does not exist a code for every possible diagnosis and procedure
due

to the continued evol ution of nedicine; new codes are added yearly as codi ng
manual s

are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but has
[imted the

nunber of di agnoses and procedures to the first nine diagnoses codes and the
first

Six procedure codes. As a result, the data sent by us do neet state

requi renents

but cannot reflect all the codes an individual patient's record may have been
assi gned.

This means al so that true total volunmes nay not be represented by the state's
dat a

file, which therefore nmake percentage cal cul ati ons inaccurate (i.e. nortality
percent ages for any given diagnosis or procedure, percentage of patients in each
severity of illness category). It would be obvious, therefore, those sicker
patients

(nore di agnoses and procedures) are |less accurately reflected by the 1450
format.

It then stands to reason that hospitals, which treat sicker patients, are

i kew se

| ess accurately reflected.



Length of Stay

The I ength of stay data elenent contained in the state's certification file

is only three characters long. Thus any patients discharged with a | ength of
stay greater than 999 days will not be accurately stored within the
certification

dat abase. It is rare that patients stay |onger than 999 days, therefore, it is
not anticipated that this [imtation will affect this data.

Adm t Source data for Normal Newborn

VWhen the Admit type is equal to "newborn", the admit source should indicate
whet her the baby was a normal newborn, premature delivery, sick baby,
extramura

birth, or information not available. The best way to focus on severity of
illness

regardi ng an infant would be to check the infant's diagnosis at discharge, not
the admtting source code. Many hospital information systens and regi stration
process defaults to "normal delivery" as the adm ssion source. Therefore,

adm ssi on source does not always give an accurate picture.

I f adm ssion source is used to examine length of stay or nortality for normal
neonates using the admt source to identify the cases, the data will reflect

premature and sick babies nmixed in with the normal newborn data.

PRESBYTERI AN HOSPI TAL OF PLANO recommends use of ICDO coding data to identify
neonates. This nethodology will ensure correct identification of the clinica
status of the newborn adm ssion.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does not
routinely inquire as to a patient's race and/or ethnicity. The race and
ethnicity data elements are subjectively captured. There are no nationa
standards regardi ng patient race categorization, and thus each hospital may
designate a patient's race differently. The state has recently attenpted to
standardi ze a valid set of race codes for this project but these are not
universally used by all hospitals. Each hospital must independently map
their specific codes to the state's race code categories. This mappi ng may
not be consistent across hospitals. Thus epi dem ol ogy anal ysis of these two
data fields does not accurately describe the true popul ation served by the
hospi t al

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of data
required by the state that is not contained within the standard UB92 billing
record. In order to neet this requirenment, each payer identification nust be
categorized into the appropriate standard and non-standard source of paynent

val ue. These val ues mght not accurately reflect the hospital payer information
because those payers identified contractually as both "HMO, and PPO' are
categorized as "Commercial PPO'. Thus any true nanaged care conparisons by
contract type (HMO vs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including charges.
It is inmportant to note that charges are not equal to actual paynents received
by the hospital or hospital cost for performng the service. Typically actua
paynments are much | ess than charges due to managed care-negotiated di scounts
and deni al of paynent by insurance conpanies. Charges also do not reflect the
actual cost to deliver the care that each patient needs.



Bill Types

Due to data export considerations, all inpatient's are designated as bill type
111.
This includes all skilled nursing adm ssions should be designated as bill type
211

and 221. The result is an overall LOS that is slightly increased

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and as thorough
as all parties would like to see in the future. Wthin the constraints of the
current THCI C process the data is certified to the best of our know edge as
accurate.

Physi ci an Conmment s:

The neonatal |CU began treating infants at 32-34 weeks gestation in August of
1999, which may increase the acuity and conplication rate for newborns.

Eri k W Gunderson, M

THCIC ID: 677000 / North Central Baptist Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Comment s:

This is admnistrative data that has been collected on a national standard form
called a UB-92, for the purpose of billing third party organi zati ons for

r ei mbur senment

This billing data was not collected for clinical purposes fromwhich one could
easily

make judgenents about patient care. Acknow edging the constraints and
[imtations of

the THCI C process, to the best of our know edge the THCI C data are reasonable
representations of the adm nistrative data except for two itens that nerit
speci fic conment.

St andar d/ Non- St andard Sour ces of Paynent

This data is not contained within the national standard UB-92 record used for
billing.

Therefore, additional programm ng was required to capture and provide the

speci fied

categories of paynent. The effectiveness of this programmng will be nonitored
and

refined on a go-forward basis to achieve an appropriate degree of accuracy in
t he dat a.

Age Ol assification of Patients

The data reflect several occurrences of highly unusual reported ages of
patients in

t he Normal Newborn, Vaginal Delivery and Neonate categories and we cannot attest
to

t he accuracy of this suspect data. W are researching these variances in an
effort

to determ ne the cause for the aberrations in reported ages.



THCIC ID: 679000 / Burleson St Joseph Health Center of Cal dwell
QUARTER: 4
YEAR: 1999

Certified with coments

Data Source - The data included in this file is administrative, not clinica
research data. Adnministrative data may not accurately represent the clinica
details of a patient visit. This data should be cautiously used to eval uate
health care quality and conpare outcones.

Charity Care - Data does not accurately reflect the nunber of charity
cases for the tinme period. Charity and self-pay patients are difficult

to assign in the data submtted to the state. W are not able to classify
a patient account as "charity" until after discharge when ot her potenti al
payment sources have been exhausted. Because of this, charity care is
conbined with the Self Pay category. The anobunt of charges forgone for
Burl eson St. Joseph Health Center charity care, based on established rates
during the cal endar year of 1999 was $248, 627.

Patient Mx - Al statistics for Burleson St. Joseph Health Center include
patients fromour Skilled Nursing, and Acute Care popul ations. Qur Skilled
Nursing unit is a long-termcare unit. Because of this Mrtality and

Length of Stay may be skewed. This will prohibit any neani ngful conparisons
bet ween Burl eson St. Joseph Health Center and any "acute care only" facilities.

Physicians - Mortality's reported may be related to physicians other than

t he attendi ng

Physician. The attendi ng physician is charged with the procedures requested
or perforned by the consulting or specialist physicians.

Di agnosi s and Procedures - Data submitted to the state may be inconplete
for sone patients due to the limtation on the nunber of diagnosis and
procedures codes allowed. The data is Iimted to nine di agnoses codes
and si x procedure codes per patient visit.

Cost and Charges - The state requires that we subnmit revenue information

i ncluding charges. It is inportant to note that charges do not reflect
actual reinbursenent received, nor do they reflect the actual cost of
providing the services. Typically actual paynents received are much | ess
than the charges due to nanaged care-negoti ated di scounts, denial of payment
by i nsurance conpani es, contractual allowances, as well as charity and
un-col | ectabl e accounts. The rel ati onship between cost of care, charges,

and the revenue a facility receives is extrenmely conplex. Conparing costs
of care fromone hospital to the next may result in unreliable results.

Severity Adjustnment - THCIC is using the 3M APR-DRG grouper to assign

the APR-DRG (Al -Patient Refined D agnoses Rel ated G ouping) severity

and risk of nortality scores. The assignnent is nmade by eval uati on of

the patient's age, sex, diagnosis codes, procedure codes, and discharge
status. This grouper can only use the limted nunber of procedure and

di agnosi s codes available in the data file (nine diagnosis and six procedure
codes). |If all the patient's diagnosis codes were avail able the APR-DRG
assignment may possibly differ fromthe APR- DRG assigned by THC C. The
severity grouping assignnent perforned by the state using the APR-DRG
grouper cannot be replicated by facilities unless they purchase this grouper



Additionally, the lack of education regarding how this grouper calcul ates
the severity adjustnents or how it functions can greatly inpact the
interpretation
of the data.

THCIC ID: 681400 / Kell West Regi onal Hospital
QUARTER: 4
YEAR: 1999

Certified with coments

I naccracies due to version of vendors software. W are currently working
wi th the vendor on | oadi ng the upgrades.

THCIC ID: 684000 / HEALTHSOUTH Rehabilitation Hospital of Texarkana
QUARTER: 4
YEAR: 1999

Certified with comments
Due to a systemerror, all patient discharges for the fourth quarter of

1999 were eroneously coded as 01 (patient discharged to honme). The actual
pati ent discharge status break-out is as foll ows:

Di scharge | ocati on code: Nunber of Patients:
01 Hone, NO Hone Heal th 101
02 Board & Care 1
03 Transitional Living 3
05 Skilled Nursing 38
07 Acute Unit @other ned facility 16
08 Chroni c Hospital 1
09 Rehabilitation Facility

10 AMA 1
11 Died 1
12 Alternate Level of Care (SNF Unit) 1
50 Home with Honme Heal th 63

Total patients discharged = 229

THCIC ID: 686000 / Covenant Childrens Hospital
QUARTER: 4
YEAR: 1999

Certified with comrents

Dat a does not accurately reflect the nunber of charity cases for the tinme
period. This is due to internal processing for determ nation of the source
of paynent.

4% of total discharges were charity for 4 Quarter 1999.

THCIC ID: 690600 / LifeCare Hospital of Fort Worth
QUARTER: 4
YEAR: 1999

Certified with coments



The following are corrections. Patient race is: Black=9, Wite=73, Oher=2
and M ssing or Invalid=5. Patient discharge status is: D Cto Home=22,
OYC/ Transfer to Gen Hosp.=4, DDCto ICF=31, DIC/ Transfer to other
insitution=2, DDC/ Transfer to Hone Heal t h=19, Left AVA-1. Standard
Source of Payment is Medi care=83 and Commerci al =6.

THCIC ID: 691000 / Menorial Specialty Hospital
QUARTER:  4th
YEAR: 1999

Certified with comments
W received no response from physicians regardi ng data. W understand

their may be discrepencies in sone data but are naking every effort to
correct this on future subm ssions.

THCIC ID: 692000 / HEALTHSOUTH Rehabilitati on Hospital of Tyler
QUARTER: 4
YEAR: 1999
Certified with coments

Results do not accurately reflect discharge disposition status.

THCIC ID: 694100 / Vista Medical Center Hospital
QUARTER: 4
YEAR: 1999
Certified with coments

Four (4) DRG 497's shoul d be changed to DRG 498. The secondary di agnosis
that drives the DRGis incidental to the procedure and shoul d be del et ed.

Four (4) DRG 500's are |isted under an incorrect physician.

One (1) DRG 243 is listed under an incorrect physician.

THCIC ID: 695000 / HEALTHSOUTH Rehabilitati on Hospital North Houston
QUARTER: 4
YEAR: 1999
Certified with coments

4th Quarter 1999 Patient Discharge Status should read as foll ows:

Di scharge to Hone or Self Care 115
Di scharge/ Transfer to Gen. Hospital 30
Di scharge/ Transfer to SNF 7
Di scharge to I CF 15
Di scharge/ Transfer to Qther Institution 1
Di scharge/ Transfer to Home Health 29
Left AVA 2
Di scharge/ Transfer Home |1V 1
Expi red 1
M ssing/ I nvalid 1

THCIC ID: 698000 / The Specialty Hospital of Houston



QUARTER 4
YEAR: 1999

Certified with coments

1. Due to technical issues with Information Systens the di scharge data
for the quarter is not accurate. The Technical issues are related to
vendor and patient account nunbers. Please note that these issues are
said to be resolved as of this date.

2. The admi ssions type for all adm ssions are coded as "urgent". This
information is incorrect and shoul d be "el ective" adm ssions.

3. The adm ssion source for all the patients is coded as "physician"

This information is incorrect. Not all of the adm ssions are from physicians,
ot her sources include transfers fromhospitals and Skilled Nursing facilities.
4. Physicians and other health care professionals were not provided an
opportunity to review the data for accuracy secondary to tinme constraints.

5. Please note that this data is half of the total data for the Specialty
Hospital of Houston. There are two canpuses to one hospital (698000

& 698001) . Due to the inability to merge the data to reflect one hospital
the data is submtted by canpus. So, please consider both canpuses when
review ng data for Specialty Hospital of Houston

THCIC ID: 698001 / Specialty Hospital Houston - O ear Lake Canpus
QUARTER: 4
YEAR: 1999

Certified with coments

1. Due to technical issues with Information Systens the di scharge data
for the quarter is not accurate. The Technical issues are related to
vendor and patient account nunbers. Please note that these issues are
said to be resolved as of this date.

2. The admi ssions type for all adm ssions are coded as "urgent". This
information is incorrect and shoul d be "el ective" adm ssions.

3. The adm ssion source for all the patients is coded as "physician"

This information is incorrect. Not all of the adm ssions are from physicians,
ot her sources include transfers fromhospitals and Skilled Nursing facilities.
4. Physicians and other health care professionals were not provided an
opportunity to review the data for accuracy secondary to tinme constraints.

5. Please note that this data is half of the total data for the Specialty
Hospital of Houston. There are two canpuses to one hospital (698000

& 698001) . Due to the inability to merge the data to refl ect one hospital
the data is submtted by canpus. So, please consider both canpuses when
review ng data for Specialty Hospital of Houston

THCIC ID: 700000 / The Specialty Hospital of Austin
QUARTER: 4
YEAR: 1999

Certified with coments

Due to technical issues and various other tinme constraints, physicians

and ot her individuals were not given adequate tine to view the data. The
data contained herein is not an exact representation of the actual discharge
data for the specified quarter



THCIC ID: 700001 / The Specialty Hospital of Austin at North Austin Mdica
Cent er
QUARTER 4
YEAR 1999

Certified with coments

Due to technical issues and various other tinme constraints, physicians

and ot her individuals were not given adequate tine to view the data. The
data contained herein is not an exact representation of the actual discharge
data for the specified quarter

THCIC ID: 700002 / The Specialty Hospital of Austin at St Davids Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

Due to technical issues and various other tine constraints, physicians

and ot her individuals were not given adequate tine to view the data. The
data contained herein is not an exact representation of the actual discharge
dat a.

THCIC ID: 703002 / The Corpus Christi Medical Center - Doctors Regional
QUARTER: 4
YEAR: 1999

Certified with coments

The sunmary nunbers under the caption "Standard

Source of Payment"” and "Non-standard Source of

Payment” do not accurately reflect the payor sources
identified in the Corpus Christi Medical Center's billing
records.

The sunmary nunbers under the caption "Severity I ndex"

are not cal cul ated using the same system used by the
Corpus Christi Medical Center, therefore, the Corpus
Christi Medical Center is unable to verify the accuracy of
t hese nunbers.

THCIC ID: 705000 / Texonma Medical Center Restorative Care Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Data Source. The source of this data, the electronic 1450, is adm nistrative
in nature, and was collected for billing purposes. It is not clinica

data and should be cautiously used to evaluate health care quality.

- The 1450 data file limts the diagnosis codes to nine (principal plus

ei ght secondary di agnosi s codes); the adm ssion diagnosis and an E-code
field.

- The procedure codes are linmted to six (principal plus five secondary).

- The fewer the codes the less information is available to evaluate the
patient's outcones and service utilization

- The Hospital can only list 4 physicians that were involved with any



one patient. O her physicians who were involved in those cases wll not
be identified.

Payer Codes. The payer codes utilized in the THCI C data base were defined
by the state. They are not utilizing the standard payer information from
the claim

Revenue Codes and Charges. Charges associated with the 1450 data do not
represent actual paynents or costs for services.

Severity Adjustnment. THCIC is using the 3M APR-DRG systemto assign the
Al -Patient Refined (APR) DRG severity and risk of nortality scores.
The scores represent a categorization of patient severity and nortality
risk. The assignment is made by evaluation of the patient's age, sex,
di agnosi s codes, procedure codes, and di scharge status.
- The program can only use the codes available in the 1450 data file,
e.g., nhine diagnosis and six procedure codes. If all the patient's diagnosis
codes were avail abl e the assignment may be different than when limted
to those available in the 1450 dat a.

Timng of Data Collection. Hospitals must submit data to THCIC no | ater
than 60 days after the close of the quarter

- Not all clainms nmay have been billed at this tine.

- Internal data may be updated | ater and appear different than the data
on the claim Unless the paynent is inpacted, the hospitals does not rebil
when a data field is changed internally. This results in differences

bet ween internal systens and the snapshot of data that was taken at the
end of the quarter

THCIC ID: 706000 / Vencor Hospital Houston Northwest
QUARTER: 4
YEAR: 1999

Certified with coments

Vencor Hospital Houston Northwest is a long termacute care hospital

THOIC ID: 707000 / Quest Hospital
QUARTER 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCIC identified the
followi ng errors or mssing val ues:

Procedure codes are m ssing

Sonme age groups are not valid

Sonme state codes and zip codes are m ssing

THCIC ID: 708000 / Dubuis Hospital for Continuing Care - Beaunont
QUARTER: 4
YEAR: 1999
Certified with comments

Dubui s Hospital is a Long Term Acute Care Hospital. This designation



of Long Term Acute separates Dubuis Hospital from Short Term Acute Hospitals
in many aspects. Therefore relevant conparisons should be nade with only

ot her Long Term Acute Hospitals.

Only acutely ill patients requiring an average |length of stay of approxinmately
25 days are admitted to Dubuis Hospital per our designation as Long Term
Acute. Therefore our length of stay is much [onger than a regul ar Short

Term Hospital. In addition, our patient mx is predonm nately elderly

as they nost often have nore serious illnesses with nore frequent secondary
probl enms. Subsequently they require a | onger hospital stay than the younger
popul ati on

THCIC ID: 710000 / Qur Childrens House at Bayl or
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing

pur poses, and not clinical data, fromwhich you can nake judgenents about
patient care.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data pl aces progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate; this was a unique,

untried use of this data as far as hospitals are concerned.

Submi ssi on Ti m ng

Qur Children's House at Baylor (OCH) estimates that our data vol unmes for

t he cal endar year time period submtted may include 96%to 100% of al

cases for that tine period. The state requires us to subnmt a snapshot

of billed clains, extracted from our database approximately 20 days foll ow ng
the cl ose of the cal endar year quarter. Any discharged patient encounters
not billed by this cut-off date will not be included in the quarterly

subm ssion file sent in.

Di agnosi s and Procedures

OCH is different fromnost hospitals submtting data to the state. W

provi de conpl ex medi cal services to patients who have experienced a catastrophic
illness, congenital anonalies and/or conpl ex body systemfailure that

requi res coordi nated, intensive treatnment and care. Many of the patients

have recei ved energency care and stabilizing treatnment at another acute

care hospital or another children's acute care hospital. They are admtted

to OCH to continue their recovery and focus on inproving their nedica

condi ti on.

The data submitted natches the state's reporting requirenments but may

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly.



Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and

are used by hospitals for billing purposes. The hospital can code as

many as 25 di agnoses and 25 procedures for each patient record. One limtation
of using the 1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |1CD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore
make percentage cal cul ati ons inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious; therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450
format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Pati ent di agnoses and procedures for a particular hospital stay at OCH

are assigned |1 CD 9-CM codes according to standard codi ng practices. Because
of our unique patient popul ati on, however, conparisons against all other
hospitals in the database woul d not be accurate. It is unclear whether
coding practice across all Children's hospitals is consistent, so caution
shoul d be used when maki ng conpari sons and/ or draw ng concl usi ons from

t he dat a.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s dat a.

Medi cal recovery can be a | ong, arduous process depending on the severity

of illness or injury. Due to the unique nature of nedically conplex patients,
| ength of stay data cannot accurately be conpared with data from hospitals
that primarily treat an acute or energent episode of illness or injury.

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race

data elenment is subjectively captured and the ethnicity data elenent is
derived fromthe race designation. There are no national standards regarding
pati ent race categorization, and thus each hospital may designate a patient's
race differently. The state has recently attenpted to standardize a valid
set of race codes for this project but these are not universally used

by all hospitals. Each hospital nust independently nmap their specific



codes to the state's race code categories. This mapping may not be consi stent
across hospitals. Thus epideni ol ogy analysis of these two data fields
does not accurately describe the true popul ation served by the hospital

St andar d/ Non- St andard Sour ce of Paynent
The standard and non-standard source of paynent codes are an exanpl e of
data required by the state that is not contained within the standard UB92

billing record. In order to neet this requirenent each payer identification
must be categorized into the appropriate standard and non-standard source
of payment value. It should also be noted that the primary payer associ ated

to the patient's encounter record m ght change over tine.

Additionally, those payers identified contractually as both "HMO and PPO'
are categorized as "Commercial PPO'. Thus any true managed care conpari sons
by contract type (HMOvs. PPO may result in inaccurate analysis.

Cost/ Revenue Codes

The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
payments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and thorough
at this time, as all parties would like to see in the future. During the
current certification phase, Baylor did not have an efficient nmechani sm

to edit and correct the data. In addition, due to the volune at OCH, it

is not feasible to performencounter |evel audits.

THCIC ID: 713000 / CHRISTUS St M chael Rehabilitation Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

These are true to the best of my know edge.
Chris Karam
Vice President/C O QO

THCIC ID: 713400 / Triunph Hospital North Houston
QUARTER: 4
YEAR: 1999

Certified with coments

During the fourth quarter 1999, the facility underwent a JCAHO / Medicare
deened status survey. As a result of the survey, the facility received
its Medicare certification.. Two patients were in-house at the time of

t he survey. For the period fromadm ssion to the facility Medicare
certification

date, these patients were billed as self pay patients. For the period
fromthe facility's Medicare certification thru actual patient discharge,
these patients were billed as Medicare patients.



The facility was unable to correct the error codes created by this cross-over.
As such, encounters for these two patients were not built.

THCIC ID: 717000 / LifeCare Specialty Hospital of Dallas
QUARTER: 4
YEAR: 1999

Certified with comments

The followi ng are corrections: Patient race 10% Asian, 45% Bl ack, 35%
VWhite, and 10% Hi spanic. Patient ethnicity for 1999 was 10% Hi spani c

THCIC ID: 727000 / The Oaks Treatnent Center
QUARTER: 4
YEAR: 1999

Certified with comments

The OCaks Treatnent Center provides long-termresidential treatnment to
adol escents with severe enotional disturbances. No hospital prograns

are in operation. This should be taken into considerati on when conpari ng
this facility's discharge data with other hospitals who may be providing
acute care services.

Pl ease note the THCI C software is not equi pped to store length of stay

data over 999 days. For stays exceedi ng 999 days, the THCI C system rounds
down the actual LOS to a maxi mum of 999 days. The system however, does
report the actual charges for the entire stay. Thi s shoul d be taken

i nto consideration when interpreting ALOS and charge data for this facility
as some patient stays exceed 999 days.

THO C ID: 735000 / TIRR LifeBridge
QUARTER 4
YEAR. 1999

Certified with coments

TIRR LifeBridge is a fully accredited teaching specialty hospital that provides
transitional medical transitional and general rehabilitation. The phil osophy of
LifeBridge is to assist patients in attaining the highest |evel of function
possible within the resources available to them LifeBridge works closely with
the patient and his/her famly and the External Case Manager to provide care
effectively at an appropriate level. Patient care is offered in genera
clinical

servi ces incl uding:

* Stroke

Cancer Recovery

Wund and Skin Care Managenent

Post Surgical Care

General Rehabilitation

Neur onuscul ar Conplications of Diseases or Injuries

Ventilator and O her Respiratory Care

Brain Injury Recovery, Including Coma

Conpl ex Di abet es

Ot hopedi cs

L T



Types of Services

Ceneral rehabilitation services are provided for patients who have linmted
tol erance

for participation or benefit froma conprehensive acute rehabilitation program
Medi cal transitional services are designed for patients who need specialized
care

for medi cal issues that do not require an acute care hospital setting. The
types

of services include:

* Pul nonary/ Ventil at or

St rengt h/ Endur ance Exerci ses

Conpl ex Wound Care

Speech/ Language | ntervention

Bowel / Bl adder Trai ni ng

Al ternative Communi cati on Techni ques

Posi ti oni ng

ADL Trai ni ng

Patient/Fam | y/ Attendant Trai ni ng

Mobility Training

Gait Training

L T I

THCI C data show TIRR LifeBridge as a "SNF Facility”". TIRR LifeBridge operated a
SNF unit until Decenber 1998, when the unit was converted back to long term
acute care

THCIC ID: 736000 / DePaul Center - Div of Providence Health Center
QUARTER: 4
YEAR: 1999

Certified with comments

Due to a data mapping error, 9 records fromthe DePaul Center (THC C #763000)
were inadvertently submtted under Providence Health Center's THCI C Nunber
(THCI C #040000). The accounts had the foll ow ng HCFA DRGs:

HCFA DRG NO - Quantity
HCFA DRG 426 - 1

HCFA DRG 427 - 1
HCFA DRG 430 - 5
HCFA DRG 431 - 2
THCI C ID: 737000 / Sout hwest Mental Health Center
QUARTER: 4
YEAR: 1999

Certified without comments

Due to a bill type error, 326 patients did not have encounters created.
W& have taken steps to correct this problem

THCI C I D: 753000 / San Marcos Treat nent Center
QUARTER: 4
YEAR: 1999
Certified with coments

San Marcos Treatnment Center provides long-termresidential treatnent to



adol escents with severe enotional disturbances. No hospital prograns

are in operation. This should be taken into considerati on when conpari ng
this facility's discharge data with other hospitals who are providing
acute care services.

Pl ease note the THCI C software is not equipped to store length of stays
over 999 days. For stays exceedi ng 999 days, the THCI C system rounds
down the actual LOS to a nmaxi mum of 999 days. The system however, does
not round down the actual charges, but reports the actual charge for the
entire LOS. This should be taken into consideration when interpreting
average LGOS and charge data for this facility as sone patient stays exceed
999 days.

THCIC ID: 754000 / G en Caks Hospita
QUARTER: 4
YEAR: 1999

Certified with comments

Al references to Jane Harnon, APN, as the attendi ng physician are incorrect.

THCIC ID: 763000 / Plaza Specialty Hospita
QUARTER: 4
YEAR: 1999

Certified with coments
DATA SUBM SSI ON

The data included in the fourth quarter 1999 submission to the State is

consi dered

adm ni strative data collected by Plaza Specialty Hospital for billing purposes
and

not used to nmake judgenents about patient care. On a quarterly basis we submt
only inpatient UB92 data to the State. The UB 92 is a standard billing form

t hat

all hospitals use to submit clainms to payors. The information is submtted in a
standard government format called HCFA 1450 EDI electronic claimformat. The
dat a

must be submitted by the 20th day followi ng the close of the quarter. Any
accounts

in the quarter not billed by the deadline will not be reflected in this data.

In

addition, it is inportant to note that the UB92 claimformonly allows nine

di agnoses

and six procedure codes to be submitted. |In addition only three physicians can
be

identified; attending physician, and two ot her physicians. Anyone eval uating
this

dat a shoul d understand that our diagnoses/procedure data collection system
al | ows us

to enter twel ve diagnoses codes, ten procedure codes and identify up to ten
physi ci ans.

The addi tional di agnoses and procedures nay have an inpact on the severity | evel
and

APR/ DRG assigned to the adm ssion. Therefore the physician data, severity |evel
and



APR/ DRG assi gnnments reported for some of these adm ssions may not be accurate.

THOC ID: 765000 / M || wood Hospita
QUARTER 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCIC identified the
followi ng errors or mssing val ues:

Procedure codes are m ssing

THOIC ID: 771000 / St Davids Pavilion
QUARTER 4
YEAR. 1999

Certified with comments

1.) The data is admnistrative/clains data, not clinical research data
There may be inherent l[imtations to using it to conpare outcomnes.

2.) The public data will only contain a subset of the diagnoses and procedure
codes, thus limting the ability to access all of the diagnoses and procedures
relative to each patient.

3.) The relationship between cost of care, charges and the revenue that
a facility receives is extrenely conplex. Inferences to conparing costs
fromone hospital to the next may result in unreliable results.

THCIC ID: 778000 / Harris Methodi st Springwood
QUARTER: 4
YEAR: 1999

Certified with coments

Dat a Cont ent

This data is adm nistrative data, which hospitals collect for billing
pur poses. Admi nistrative data may not accurately represent the clinica
details of an encounter.

The state requires us to submt inpatient clains, by quarter year, gathered
froma formcalled an UB92, in a standard governnent format called HCFA
1450 EDI electronic claimformat. Then the state specifications require
additional data elenments to be included over and above that. Adding those
addi ti onal data places progranmm ng burdens on the hospital since it is

"over and above" the actual hospital billing process. Errors can occur
due to this additional programm ng, but the public should not concl ude
that billing data sent to our payers is inaccurate. These errors have

been corrected to the best of our know edge.

If a nedical record is unavailable for coding the encounter is not billed
and is not included in the data subm ssion. This represents a rare event
that is less than 1% of the encounter vol une.

Di agnosi s and Procedures



Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is nmandated by the federal governnent.
The hospital conplies with the guidelines for assigning these di agnosis
codes, however, this is often driven by physician's subjective criteria
for defining a diagnosis. For exanple, while one physician may di agnose
a patient with anem a when the patient's bl ood henogl obin level falls
bel ow 9.5, anot her physician may not di agnose the patient with anem a
until their blood henoglobin Ievel is below 9.0. 1In both situations,

a diagnosis of anema is correctly assigned, but the criteria used by
the physician to deternmi ne that diagnosis was different. An "apples to
appl es" conpari son cannot be nade

which makes it difficult to obtain an accurate conpari son of hospita

or physici an performance.

The codes al so do not distingui sh between conditions present at the tine
of the patient's adm ssion to the hospital and those occurring during
hospitalization. For exanple, if a code indicating an infection is made,
it is not always possible to determne if the patient had an infection
prior to adm ssion, or devel oped an infection during their hospitalization
This makes it difficult to obtain accurate information regarding things
such as conplication rates.

The data submitted nmatches the state's reporting requirenments but nmay

be inconplete due to a limtation on the nunber of diagnoses and procedures
the state allows us to include for each patient. In other words, the
state's data file may not fully represent all diagnoses treated by the
hospital or all procedures perforned, which can alter the true picture

of a patient's hospitalization, sonetines significantly. Approxinmately

0.% of Harris Methodist Springwood' s patient popul ati on have nore than

ni ne di agnoses and/ or

si x procedures assigned.

Pati ent di agnoses and procedures for a particular hospital stay are coded
by the hospital using a universal standard called the Internationa

Cl assification

of Disease, or ICD-9-CM This is mandated by the federal governnent and
all hospitals must conply.

The codes are assigned based on docunentation in the patient's chart and
are used by hospitals for billing purposes. The hospital can code up

to 25 di agnoses and 25 procedures for each patient record. One limtation
of using the I1CD-9-CM systemis that there does not exist a code for every
possi bl e di agnosi s and procedure due to the continued evol ution of nedicine;
new codes are added yearly as codi ng manual s are updat ed.

The state is requiring us to submt |ICD 9-CM data on each patient but

has limted the nunber of diagnoses and procedures to the first nine diagnoses
codes and the first six procedure codes. As a result, the data sent by

us do neet state requirements but cannot reflect all the codes an individua
patient's record may have been assigned. This neans also that true tota

vol umes may not be represented by the state's data file, which therefore

make percentage cal cul ations inaccurate (i.e. nortality percentages for

any given di agnosis or procedure, percentage of patients in each severity

of illness category). It would be obvious, therefore, those sicker patients
(nore di agnoses and procedures) are |less accurately reflected by the 1450



format. It then stands to reason that hospitals, which treat sicker patients,
are |likew se | ess accurately reflected.

Length of Stay

The I ength of stay data el enent contained in the state's certification

file is only three characters Iong. Thus any patients discharged wth

a length of stay greater than 999 days will not be accurately stored within
the certification database. It is rare that patients stay |onger than

999 days, therefore, it is not anticipated that this limtation will affect
t hi s data.

Adm t Source data for Normal Newborn

VWhen the Admit type is equal to "newborn", the admit source should indicate

whet her the baby was a normal newborn, premature delivery, sick baby,

extramural birth, or information not available. The best way to focus

on severity of illness regarding an infant would be to check the infant's

di agnosi s at di scharge, not the admtting source code. Many hospital information
systens and registration process defaults to "normal delivery" as the

adm ssi on source. Therefore, adm ssion source does not always give an

accurate picture.

I f adm ssion source is used to exam ne |length of stay or nortality for
normal neonates using the admt source to identify the cases, the data
will reflect premature and sick babies mxed in with the normal newborn
data. THR recommends use of 1CD9 coding data to identify neonates. This
nmet hodol ogy will ensure correct identification of the clinical status
of the newborn adm ssion

Race/ Ethnicity

During the hospital's registration process, the registration clerk does

not routinely inquire as to a patient's race and/or ethnicity. The race
and ethnicity data el enents are subjectively captured. There are no nationa
standards regardi ng patient race categorization, and thus each hospita

may designate a patient's race differently. The state has recently attenpted
to standardi ze a valid set of race codes for this project but these are

not universally used by all hospitals. Each hospital nust independently
map their specific codes to the state's race code categories. This mapping
may not be consistent across hospitals. Thus epi dem ol ogy anal ysis of

these two data fields does not accurately describe the true popul ation
served by the hospital

St andar d/ Non- St andard Sour ce of Paynent

The standard and non-standard source of paynent codes are an exanpl e of

data required by the state that is not contained within the standard UB92
billing record. In order to nmeet this requirenent, each payer identification
must be categorized into the appropriate standard and non-standard source

of paynment val ue. These val ues m ght not accurately reflect the hospita

payer information,

because those payers identified contractually as both "HMO, and PPO' are
categorized as "Comercial PPO'. Thus any true nanaged care conpari sons

by contract type (HMOvs. PPO may result in inaccurate analysis.

Currently, Harris Methodist Springwood has cl assified Wrknmen's Conpensation
to be included in "Commercial”. This will be nodified in the future.
For 4th quarter 1999 there were no Wrnen's Conpensation inpatients.

Cost/ Revenue Codes



The state requires that hospitals submt revenue information including
charges. It is inportant to note that charges are not equal to actua
paynments received by the hospital or hospital cost for performng the
service. Typically actual paynents are much | ess than charges due to managed
care-negoti ated di scounts and denial of paynent by insurance conpanies.
Charges al so do not reflect the actual cost to deliver the care that each
pati ent needs.

Certification Process

Due to the infancy of the state reporting process and the state's computer
system devel opnent, the certification process is not as conplete and as

t horough as all parties would like to see in the future. Wthin the constraints
of the current THCI C process the data is certified to the best of our

know edge as accurate.

THCIC ID: 779000 / The Cedars Hospita
QUARTER: 4
YEAR: 1999

Certified with comments
The source of paynment field, patient race field, and patient ethnicity

field are not 10090 accurate due to conpatability problens in the software,
These problens are not correctable at this tine.

THCIC ID: 780000 / Harris Continued Care Hospital H E. B.
QUARTER: 4
YEAR: 1999

Certified with coments

Al "Adm ssion Types" to this facility are El ective.
Al'l "Adm ssion Sources" to this facility are Transfers from Hospital

THOIC ID: 788000 / CHRISTUS St M chael Health System
QUARTER 4
YEAR. 1999

Certified with comments
These are true to the best of my know edge.

Chris Karam
Vice President/C. O O

THCIC ID: 794000 / HEALTHSQUTH Surgi cal Hospital of Austin
QUARTER: 4
YEAR: 1999

Did not participate in certification

This hospital did not participate in the certification process for 4th Quarter
1999. Review of the certification reports and data by THCIC identified the
followi ng errors or mssing val ues:
Admi ssi on source, admi ssion type, patient race and ethnicity, and | ength of stay
may not be valid
Di agnosi s codes not grouped because they have | eadi ng bl anks

Procedure codes have | eadi ng bl anks



THCIC ID: 796000 / IHS Hospital of Amarillo
QUARTER: 4
YEAR: 1999

Certified with coments

Due to computer issues, the Admi ssion Type data is inaccurate. The mgjority
of adm ssions are urgent adm ssions. Conputer changes have been nade
and urgent type will be reflected beginning in the 3rd Quarter 2000 dat a.

THCIC ID: 797000 / North Austin Medical Center
QUARTER: 4
YEAR: 1999

Certified with coments

The data is adnministrative data that was collected for billing purposes and was
not
designed to all ow judgenents about patient care.

The public data set includes only a subset of diagnoses and procedure codes and
wil |
not accurately represent the sickest or nost conplicated patients.

The rel ati onshi p between cost of care, charges, and revenue is conpl ex.
I nf erences
drawn from conparing different facilities' charges may be unreliable.

Charity care is not accurately reflected in the source of paynent data.
Patients

who have no insurance are initially identified as "Self-Pay,"'
becone

"Charity" after it is determned that they are unable to pay.

but frequently

The severity groupi ng assignment performed by the state using the APR-DRG

gr ouper
cannot be replicated by facilities unless they purchase this grouper
Addi tional |y,

the I ack of education regarding how this grouper cal cul ates the severity
adj ustnent s
or howit functions can greatly inpact the interpretation of the data.

Race and ethnicity classification is not done systematically w thin or between
facilities.
Caution shoul d be used when analyzing this data within one facility and between
facilities.

The data does not accurately reflect the nunber of PPO patients at North Austin
Medi cal

Center because of a conputer mapping problem PPO patients are currently
included in

the HMO cl assification.

THCIC ID: 798000 / Summit Hospital of Central Texas
QUARTER: 4
YEAR: 1999



Certified with coments

Due to technical issues and various other tinme constraints, physicians

and ot her individuals were not given adequate tine to view the data. The
data contained herein is not an exact representation of the actual discharge
dat a.

THCIC ID: 801000 / Vencor Hospital Bay Area Houston
QUARTER: 4
YEAR: 1999

Certified with coments

Vencor Hospital Bay Area - Houston is a Long Term Acute Care Hospita

THCIC ID: 802000 / McAllen Heart Hospita
QUARTER: 4
YEAR: 1999

Certified with comments
RE: Comment to data submitted for quarter endi ng Decenber 1999

Under Adm ssion Source, MHH was credited two (2) encounters under Newborn
Adm ssion. For clarification, MAH does not admt newborns or do deliveries.
The two (2) encounters that have been credited has to do with a patient
that was 3 weeks post delivery that was admitted to MHH with an acute

chol ecystitis requiring surgery.

According to the Coding Cinic, Fourth Quarter 1995, advised to assign
code 646.84 for cholecystitis that started during the pregnancy and to
use code 674.84 if the cholecystitis is a true postpartumcondition for
a five week postpartumpatient who is admtted with acute chol ecystitis
or cholelithiasis anytinme during the five weeks postpartum

In the two encounters mentioned above , the patient was three weeks postpartum
with a true postpartum condition of acute cholecystitis which required
surgery. She had a 3 day LOS with the first encounter and cane back

the day after discharge fromthe first encounter for outpatient testing

(G@ procedures).

Thus, the primary code of 674.84 was used for both encounters with the
secondary di agnosi s code of 576.60. Thus, the reason for the codi ng used
for the two encounters, was not due to deliveries but to conplications
secondary to delivery.

THCIC ID: 804000 / Sunrise Canyon
QUARTER: 4
YEAR: 1999

Certified with coments

A mappi ng i ssue caused adm ssion source data and adm ssion type data to
be unreliable or incorrect. Al adm ssion type data should be recorded
as urgent. Al other data were not affected.



THCIC ID: 806001 / Cedar Crest Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

We are aware that all of our Non-Standard Sources of Paynment are |isted

as "Mssing/Invalid'. W are currently trying to determne if this is

a problemand why it continues to occur. W are submtting seventy-nine
clainms. One hundred thirteen clains should have been submitted, however,
thirty-four clains have been onmtted by accident due to a mappi ng probl em
We are investigating how this occurred to ensure this never happens again.

THCIC ID: 807000 / Dubuis Hospital for Continuing Care Houston
QUARTER: 4
YEAR: 1999

Certified with comments

Dubui s Hospital is a Long Term Acute Care Hospital. This designation

of Long Term Acute separates Dubuis Hospital from Short Term Acute Hospitals
in many aspects. Therefore relevant conparisons should be nade with only

ot her Long Term Acute Hospitals.

Only acutely ill patients requiring an average |length of stay of approxinmately
25 days are admitted to Dubuis Hospital per our designation as Long Term
Acute. Therefore our length of stay is much [onger than a regul ar Short
Term Hospital. In addition, our patient mx is predonm nately elderly

as they nost often have nore serious illnesses with nore frequent secondary
probl ems. Subsequently they require a | onger hospital stay than the younger
popul ati on.

THCIC ID: 808000 / EI Paso Psychiatric Center
QUARTER: 4
YEAR: 1999

Certified with coments

Percentage of total discharges, you indicate that $8843.19 average charge, 8.1
average LCS; however, no procedure code and description were showing. W did
not

recei ve any data correction informati on and were not able to correct this

i nformation.

THCIC ID: 810000 / Harris Continued Care Hospita
QUARTER: 4
YEAR: 1999

Certified with coments

Al "Adm ssion Types" to this facility are El ective.
Al'l "Adm ssion Sources" to this facility are Transfers from Hospital

THCIC ID: 814000 / Las Colinas Medical Center

1. Newbor n Adm ssi ons:
Las Colinas Medical Center had zero extranural births, NOT 5.



2. Pati ent Race:

A Asian or Pacific Islander

Las Colinas Medical Center had 65, NOT 170.
B. Bl ack

Las Colinas Medical Center had 102, NOT zero.
C. VWite

Las Colinas Medical Center had 493, NOT 499.
D. O her

Las Colinas Medical Center had 229, NOT 231

THCIC ID: 819000 / SCCl Hospital San Angel o
QUARTER: 4
YEAR: 1999

Certified with comrents

There were 11 patients whose information was not certified for the fourth
quarter of 1999.

THCIC ID: 822000 / The Dubuis Hospital for Continuing Care Texarkana
QUARTER: 4
YEAR: 1999

Certified with coments

Dubui s Hospital is a Long Term Acute Care Hospital. This designation

of Long Term Acute separates Dubuis Hospital from Short Term Acute Hospitals
in many aspects. Therefore relevant conparisons should be nade with only

ot her Long Term Acute Hospitals.

Only acutely ill patients requiring an average |length of stay of approxinmately
25 days are admitted to Dubuis Hospital per our designation as Long Term
Acute. Therefore our length of stay is much [onger than a regul ar Short
Term Hospital. In addition, our patient mx is predonm nately elderly

as they nost often have nore serious illnesses with nore frequent secondary
probl enms. Subsequently they require a | onger hospital stay than the younger
popul ati on

THCIC ID: 823000 / Methodist Health Center Sugar Land
QUARTER: 4
YEAR: 1999

Certified with comrents

Certified with five files mssing for quarter 4-99.

THCIC ID: 827000 / Rio Gande Rehabilitation Hospita
QUARTER:  4th
YEAR: 1999

Certified with coments

Concerns with incorrect physician |license nunbers. Nunbers have been
corrected for 2000 data but 1999 does have errors. Sone physicians have
expressed concern over data that they feel is incorrect such as nortality
rates. They are very concerned as to how the state is calculating this
data and wshy the data defaults to themif they are only the admtting
physi ci an and not the attending physician



THCIC ID: 831000 / Victoria Warm Springs Rehabilitation Hospita
QUARTER: 4
YEAR: 1999
Certified with comments

Warni ng Code 957 is a software issue.



